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The  Institute  of  Pennsylvania  Hospital's 
150th  Anniversary 

In  1991  the  Institute  of  Pennsylvania  Hospital,  a  vital  part  of  Phila- 
delphia's rich  tradition  in  the  history  of  psychiatry,  proudly  cele- 
brated its  150th  anniversary.  When  established  in  1841,  albeit  with 
a  different  name,1  the  Institute  represented  the  recognition  by  the 
Pennsylvania  Hospital  of  the  need  for  a  separate  mental  hospital 
outside  the  city  limits.  The  new  institution  allowed  the  transporta- 
tion of  the  mentally  ill  from  cramped  and,  in  many  ways,  unsuitable 
living  conditions  at  the  central  city  location  of  the  hospital  at  8th 
and  Pine  Streets  to  separate  and  more  spacious  quarters  two  miles 
from  the  city  outskirts  near  the  village  of  Blockley.  In  this  country 
setting,  patients  were  the  recipients  of  a  differently  conceived  and 
managed  program  of  care  and  treatment  under  the  dynamic  leader- 
ship of  the  medical  superintendent  Thomas  Story  Kirkbride.2 

The  innovative  outlook  and  approach  that  characterized  the 
Institute  of  Pennsylvania  Hospital  at  its  beginning  have  continued 
unabated  over  the  years  despite  large  changes  in  psychiatry  and  the 
care  of  the  mentally  ill.  To  commemorate  the  central  position  that 
the  Institute  has  occupied  in  the  world  of  American  psychiatric 
training,  practice,  and  treatment,  a  special  symposium  "A  Recipro- 
cal Influence:  An  Historical  View  of  Mental  Illness  and  its  Treat- 
ment" was  planned  as  part  of  the  anniversary  celebrations. 
Designed  to  enhance  the  appreciation  of  the  ways  in  which  histori- 
cal forces  have  shaped  institutions  for  the  mentally  ill  and  the  psychi- 
atric profession  has  influenced  social  perceptions  of  mental  illness, 
the  19-20  April  1991  symposium  featured  presentations  by  histori- 
ans Gerald  N.  Grob,  Nancy  Tomes,  Ellen  Dwyer,  Jack  D.  Pressman, 
Joel  P.  Eigen,  and  Patricia  D'Antonio.  To  bring  their  valuable  in- 
sights to  a  larger  audience  and  to  aid  in  the  understanding  of  the 
interrelationship  of  society,  culture,  and  mental  illness,  this  issue  of 
Transactions  &  Studies  of  the  College  of  Physicians  of  Philadelphia 
is  devoted  to  the  papers  from  the  conference. 

The  first  article  by  Gerald  N.  Grob  sets  the  context  for  these 
contributions  to  new  scholarship  in  the  history  of  psychiatry  and 


1.  The  original  name  was  the  Pennsylvania  Hospital  for  the  Insane. 

2.  For  this  phase  of  the  Institute's  history,  the  authority  is  Nancy  Tomes,  A 
Generous  Confidence:  Thomas  Story  Kirkbride  and  the  Art  of  Asylum-Keeping 
(New  York:  Cambridge  University  Press,  1984). 
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the  changing  definitions  of  psychiatric  illness.  It  provides  an  over- 
view of  treatment  of  the  severely  and  chronically  mentally  ill  in 
America  from  1800  up  to  the  present  day.  Grob  ably  demonstrates 
the  paradoxical  situation  resulting  from  changing  attitudes  to  the 
institutionalization  of  the  mentally  ill.  The  seemingly  humanitarian 
solution  of  institution  building  of  the  nineteenth  century  becomes 
unacceptable  after  World  War  II  and  the  calls  for  deinstitutionaliza- 
tion win  out.  Grob  shows  why  and  how  these  changes  occurred  and 
their  meanings  for  the  mentally  ill  and  society. 

Nancy  Tomes  offers  a  special  study  of  a  unique  individual  and 
her  struggle  with  depression.  Eliza  Butler  had  the  distinction  of 
being  first  a  patient  at  the  Pennsylvania  Hospital  for  the  Insane  and 
then  later  becoming  the  second  wife  of  the  medical  superintendent 
Thomas  Story  Kirkbride.  By  using  Eliza  Butler's  diaries,  Tomes  is 
able  to  show  how  Butler  as  a  religious  person  perceived  her  ailment 
and  to  demonstrate  the  co-existence  of  medical  and  religious  per- 
spectives on  mental  illness  in  the  mid-nineteenth  century.  Her  paper 
demonstrates  not  only  the  need  to  seek  the  patient's  viewpoint  in 
the  history  of  mental  illness  but  also  to  learn  that  attitudes  to  disease 
are  not  necessarily  only  determined  by  medical  beliefs. 

In  her  essay,  Ellen  Dwyer  uses  the  patient  records  of  Craig 
Colony,  New  York  state's  only  specialized  institution  for  epileptics, 
to  illuminate  the  themes  of  stigma  and  disease  in  nineteenth-  and 
twentieth-century  America.  Epilepsy  was  linked  with  mental  defi- 
ciency, uncontrollable  or  even  criminal  behavior,  defective  genes, 
and  physical  deformity.  Her  findings  indicate  that,  up  till  the  1940s, 
the  medical  profession's  view  of  epileptic  patients  was  often  more 
negative  than  that  of  the  patients'  families.  The  growth  of  neurology 
and  more  effective  anticonvulsants  brought  change  slowly  but  nega- 
tive stereotypes  of  epilepsy  still  persist. 

Patricia  D'Antonio  also  demonstrates  the  new  insights  obtain- 
able from  archival  records  in  her  study  of  staff  needs  and  patient 
care  in  the  Friends  Asylum  in  Philadelphia  in  the  period  1817  to 
1832.  The  imperatives  of  moral  treatment  —  the  lay  therapy  which 
attempted  to  impose  social  control  in  a  domestic  setting  on  the 
insane,  without  recourse  to  restraints  —  had  to  contend  with  the 
needs  of  the  staff  attempting  to  run  the  Asylum  for  the  benefit  and 
welfare  of  all.  The  daily  diaries  of  the  lay  superintendents  of  the 
institution  chronicle  the  continuing  struggle  to  balance  patient  care 
and  staff  requirements.  Appeal  to  patients'  latent  capacity  for  self- 
control  and  rational  behavior  was  not  always  effective  and  physical 
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restraint  and  seclusion  provided  the  means  by  which  staff  regained 
control  and  the  orderly  environment  they  craved. 

Jack  D.  Pressman's  paper  focuses  on  important  developments 
at  the  Institute  of  Pennsylvania  Hospital  in  the  period  between  1930 
and  1950  and  on  its  three  leaders,  Earl  Bond,  Edward  Strecker,  and 
Kenneth  Appel.  He  examines  the  distinctive  vision  promulgated  by 
these  three  men  of  the  psychiatric  profession  as  having  large  social 
value  and  indicates  how  their  respective  presidencies  of  the  Ameri- 
can Psychiatric  Association  gave  each  of  them  a  forum  to  make 
their  views  nationally  known.  As  Pressman  indicates,  psychiatry 
changed  in  several  ways  in  the  20  years  studied,  notably  from  the 
impact  of  new  therapies  and  the  attempt  to  bring  psychiatry  into 
the  solution  of  the  problems  of  everyday  life. 

The  final  paper  in  this  special  issue  of  Transactions  &  Studies 
enters  new  territory  by  investigating  the  meaning  of  expert  knowl- 
edge and  the  effect  of  such  claims  in  the  evolution  of  the  psychiatric 
profession.  Joel  P.  Eigen  offers  a  comparative  perspective  by  analyz- 
ing the  use  of  medical  witnesses  to  certify  insanity  in  English  court- 
rooms in  the  nineteenth  century.  His  paper  sheds  light  on  issues  of 
professionalization,  medical  jurisprudence,  and  disease  definition 
that  have  previously  received  little  attention  and  it  will  encourage 
further  studies  of  the  underexplored  field  of  forensic  medicine. 

These  essays  all  amply  demonstrate  the  new  approaches  that 
historians  are  applying  to  the  study  of  psychiatry  and  the  definition 
of  disease  and  the  important  new  insights  to  be  gained.  They  help 
to  set  the  evolution  of  a  special  institution,  the  Institute  of  Pennsyl- 
vania Hospital,  in  the  context  of  cultural  and  medical  change  and 
certainly  enrich  the  understanding  of  the  interrelationship  of  society 
and  mental  illness.  In  organizing  the  conference  that  stimulated 
these  contributions,  many  individuals  worked  hard  in  addition  to 
the  speakers.  Dr.  Layton  McCurdy,  former  Medical  Director  of  the 
Institute  of  Pennsylvania  Hospital,  sponsored  and  encouraged  the 
conference.  Dr.  James  B.  Hoyme,  the  Medical  Director  of  the  Insti- 
tute, was  the  host  of  the  event  and  extended  a  gracious  welcome 
to  all  those  who  participated  and  attended.  Ms.  Caroline  Morris, 
librarian  at  the  Pennsylvania  Hospital,  and  Dr.  Nancy  Tomes  acted 
as  consultants  to  the  project.  Dr.  Charles  E.  Rosenberg  acted  as 
moderator  of  the  sessions.  Dr.  George  S.  Layne  gave  a  special  lan- 
tern slide  lecture  in  historical  costume  to  illustrate  aspects  of  patient 
treatment  under  Kirkbride's  regime.  Ms.  Nancy  Juergens  had  the 
difficult  task  of  project  co-ordinator  and  organizing  the  multiple 
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people  and  events  that  entails,  and  Ms.  Olivia  Rheinhardt,  Co- 
ordinator of  Continuing  Education  at  the  Institute,  capably  handled 
local  arrangements.  Ms.  Jane  Century,  Assistant  Director  for  Mar- 
keting at  the  Institute  planned  and  co-ordinated  marketing  for  the 
conference,  and  Ms.  Georgia  Canty,  Marketing  Communication 
Specialist  at  the  Institute  handled  external  communications  with  the 
media.  All  deserve  a  vote  of  thanks  for  a  splendid  conference  that 
properly  highlighted  the  150th  anniversary  of  the  Institute  of  Penn- 
sylvania Hospital. 


CAROLINE  HANNAWAY 


The  Severely  and  Chronically  Mentally  111 
in  America: 
Retrospect  and  Prospect 

GERALD  N.  GROB* 

During  the  decade  of  the  1980s  a  large  number  of  severely  and 
chronically  mentally  ill  persons  were  living  in  urban  communities. 
Some  were  housed  with  parents  or  relatives;  some  found  shelter  in 
residential  facilities  supported  by  a  combination  of  public  and  pri- 
vate funds;  and  some  were  confined  in  penal  and  correctional  insti- 
tutions. Many,  however,  were  found  amidst  a  large  mass  of  other 
homeless  persons  who  lived  on  the  streets  and  survived  under  tragic 
circumstances.  The  co-existence  of  homeless  and  mentally  ill  per- 
sons, paradoxically,  recalled  Dorothea  L.  Dix's  famous  memorials 
to  state  legislatures  from  the  1840s  to  the  1870s  deploring  condi- 
tions among  the  nation's  mentally  ill  population  and  urging  institu- 
tional solutions.  "I  come  to  present  the  strong  claims  of  suffering 
humanity,"  she  informed  the  members  of  the  Massachusetts  legisla- 
ture in  her  first  memorial  in  1843.  "I  come  as  the  advocate  of 
helpless,  forgotten,  insane  and  idiotic  men  and  women;  of  beings, 
sunk  to  a  condition  from  which  the  most  unconcerned  would  start 
with  real  horror."  In  New  Jersey,  Dix  found  "in  jails  and  poor- 
houses,  and  wandering  at  will  over  the  country,  large  numbers  of 
insane  and  idiotic  persons."  Such  a  state  of  affairs,  she  told  the 
Tennessee  legislature,  was  inexcusable,  since  the  remedy  was  avail- 
able in  the  form  of  "rightly  organized  Hospitals,  adapted  to  the 
special  care  of  the  peculiar  malady  of  the  Insane."  1 

*The  research  for  this  paper  was  supported  by  a  grant  from  the  National 
Institute  for  Mental  Health  (MH39030),  Public  Health  Service,  U.S.  Department  of 
Health  and  Human  Services.  Many  of  the  data  and  generalizations  are  taken  from 
my  previous  books,  Mental  Institutions  in  America:  Social  Policy  to  1875  (New 
York:  Free  Press,  1973),  Mental  Illness  and  American  Society,  1975-1940 
(Princeton,  N.J.:  Princeton  University  Press,  1983),  and  From  Asylum  to  Commu- 
nity: Mental  Health  Policy  in  Modern  America  (Princeton,  N.J.:  Princeton  University 
Press,  1991). 

1.  Dorothea  L.  Dix,  Memorial  to  the  Legislature  of  Massachusetts,  1843  (Bos- 
ton, Mass.:  Munroe  &  Francis,  1843),  p.  4;  Memorial  Soliciting  a  State  Hospital 
for  the  Insane  Submitted  to  the  Legislature  of  New  Jersey,  January  23,  1 845  (Tren- 
ton, N.J.:  n.p.,  1845),  p.  3;  Memorial  Soliciting  Enlarged  and  Improved  Accommo- 
dation for  the  Insane  of  the  State  of  Tennessee  (Nashville,  Tenn.:  B.  R.  M'Kennie, 
1847),  pp.  1-2. 
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That  the  mental  health  system  in  contemporary  America  no 
longer  assumes  responsibility  for  all  of  its  severely  and  chronically 
mentally  ill  persons  is  obvious.  Scarcely  a  month  passes  without 
accounts  of  the  travail  of  former  mental  patients  discharged  into 
urban  communities  that  are  unable  to  meet  even  their  minimal 
needs.  Such  persons,  Paul  S.  Appelbaum  recently  observed, 

are  an  inescapable  presence  in  urban  America.  In  New  York 
City  they  live  in  subway  tunnels  and  on  steam  grates,  and 
die  in  cardboard  boxes  on  windswept  street  corners.  The  Los 
Angeles  City  Council  has  opened  its  chambers  to  them, 
allowing  them  to  seek  refuge  from  the  Southern  California 
winter  on  its  hard  marble  floors.  Pioneer  Square  in  Seattle, 
Lafayette  Park  in  Washington,  the  old  downtown  in  Atlanta 
have  all  become  places  of  refuge  for  these  pitiable  figures,  so 
hard  to  tell  apart:  clothes  tattered,  skins  stained  by  the  streets, 
backs  bent  in  a  perpetual  search  for  something  edible,  smok- 
able,  or  tradeable  that  may  have  found  its  way  to  the  pavement 
below. 2 

In  seeking  an  explanation  for  the  tragic  plight  of  many  severely 
and  chronically  mentally  ill  persons,  we  are  at  the  outset  confronted 
with  a  paradox.  In  the  early  nineteenth  century  the  absence  of 
institutional  alternatives  led  social  activists  to  agitate  for  the  estab- 
lishment of  public  mental  hospitals  that  would  provide  both  care 
and  curative  treatment.  After  World  War  II,  by  way  of  contrast,  the 
emphasis  was  on  the  creation  of  a  community-based  system  of 
services  and,  by  implication,  the  eventual  abandonment  of  a  vast 
institutional  complex  that  by  the  1950s  had  an  inpatient  population 
of  about  five  hundred  and  fifty  thousand.  Why  did  the  "solution" 
of  one  era  become  the  "problem"  of  another?  What  were  the  sources 
and  underlying  ideology  of  shifting  public  policies?  Most  impor- 
tantly, how  well  or  poorly  did  specific  policies  serve  the  needs  of 
severely  and  chronically  mentally  ill  persons? 

Before  1800  the  problems  for  communities  posed  by  mental 
illnesses  were  relatively  minor  and  generally  of  little  public  concern. 
This  is  not  to  suggest  that  mental  illnesses  were  nonexistent.  It  is 
only  to  note  that  population  was  relatively  sparse  and  scattered  in 
somewhat  isolated  rural  and  agricultural  communities.  As  late  as 
1790  no  urban  area  had  more  than  50,000  residents,  and  only 
two  had  25,000  or  more.  The  number  of  mentally  ill  persons  was 


2.  Paul  S.  Appelbaum,  "Crazy  in  the  Streets,"  Commentary,  1987,  83:34. 
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correspondingly  small,  and  such  persons  were  generally  cared  for 
by  their  families  or  by  local  officials  who  assumed  responsibility 
for  their  welfare.  Under  existing  traditions  they  were  treated  in 
accordance  with  the  English  Poor  Law  system  whose  foundations 
antedated  passage  of  the  famous  Elizabethan  Poor  Law  legislation 
written  between  1595  and  1601.  This  system  was  based  on  the 
principle  that  society  had  a  corporate  obligation  for  poor  and  de- 
pendent persons.  Virtually  every  American  colony  enacted  laws 
that  replicated  the  English  system.  Under  this  arrangement  local 
communities,  rather  than  the  colony  or  mother  country,  had  to 
assume  fiscal  and  supervisory  responsibility  for  those  persons  inca- 
pable of  surviving  without  some  form  of  assistance.  Indeed,  the 
very  concept  of  social  policy  involving  the  creation  of  systematic 
structures  to  deal  with  individual  and  group  distress  and  depen- 
dency was  largely  absent  during  the  colonial  era. 

Confinement  of  the  mentally  ill  was  a  rare  exception  before 
1800.  There  was  no  systematic  effort  to  restrict  "Lunaticks  or  dis- 
tracted persons,"  to  use  contemporary  terminology.  Madness  was 
tolerated  and  family  care  characteristic.  Mentally  ill  persons  with- 
out families  or  private  resources  received  the  same  treatment  as  sane 
paupers;  they  were  either  boarded  out  with  families  or  kept  in 
public  almshouses.  Insanity  became  an  issue  of  public  concern  only 
when  afflicted  individuals  did  not  have  access  to  the  basic  necessities 
of  life,  or  when  their  violent  behavior  threatened  others.  The  rural 
character  of  American  society  in  the  Revolutionary  and  post-Revo- 
lutionary era  precluded  serious  consideration  of  structural  changes 
to  deal  with  the  mentally  ill  or  other  dependent  groups.3 

After  1800,  however,  new  circumstances  ultimately  led  to  reli- 
ance on  some  form  of  institutional  care  of  the  mentally  ill.  The 
transformation  of  insanity  into  a  social  problem  requiring  state 
intervention  —  as  contrasted  with  familial  and  community  respon- 
sibility —  was  by  no  means  a  unique  phenomenon.  The  nineteenth 
century  was  noted  for  its  widespread  use  of  institutional  solutions 
for  social  problems  and  for  the  transfer  of  functions  from  families 
to  public  or  quasi-public  structures.  In  1820  only  one  state  hospital 
for  the  mentally  ill  existed  in  the  United  States;  by  the  Civil  War 


3.  Grob,  Mental  Institutions  in  America,  Chapter  1;  Mary  Ann  Jimenez,  Chang- 
ing Faces  of  Madness:  Early  American  Attitudes  and  Treatment  of  the  Insane  (Han- 
over, N.H.:  University  Press  of  New  England,  1987). 
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virtually  every  state  had  established  one  or  more  public  institutions 
for  that  purpose.4 

Paradoxically,  the  creation  of  institutions  reflected  an  extraor- 
dinarily optimistic  view  of  the  nature  and  prognosis  of  mental 
illnesses.  Most  mid-nineteenth-century  psychiatrists  conceived  of 
disease  in  individual  rather  than  general  terms.  Health  was  a  conse- 
quence of  a  symbiotic  relationship  between  nature,  society,  and  the 
individual.  Disease,  by  way  of  contrast,  represented  an  imbalance 
that  followed  the  violation  of  certain  natural  laws  that  governed 
human  nature.  To  be  sure,  mental  illnesses  were  indistinguishable 
from  other  physical  illnesses  and  occurred  when  false  impressions 
were  conveyed  to  the  mind  because  the  brain  or  other  sensory 
organs  had  been  impaired.  Nor  did  psychiatrists  differ  from  their 
colleagues  in  general  practice  when  they  insisted  that  mental  ill- 
nesses were  precipitated  by  a  combination  of  psychological  and 
environmental  etiological  factors  that  were  mediated  by  the  consti- 
tution or  predisposition  of  the  individual.  Thus  insanity  often  fol- 
lowed the  violation  of  the  natural  laws  that  governed  human 
behavior  and  was  linked  as  well  with  immorality,  improper  living 
conditions,  or  other  stresses  that  upset  the  natural  balance/  Yet 
within  the  psychiatric  perspective  there  remained  a  fundamental 
distinction  between  mental  health  and  mental  disease.  The  presence 
of  the  latter  was  indicated  by  dramatic  behavioral  and  somatic  signs 
that  deviated  sharply  from  the  prior  "normal"  behavior  of  the 
individual.  Unlike  their  twentieth-century  psychodynamic  succes- 
sors, nineteenth-century  alienists  rarely  suggested  that  early  inter- 
ventions before  the  onset  of  the  acute  stage  of  insanity  were  possible 
or  even  effective.6  Indeed,  the  very  term  insanity  implied  severity; 
hence  there  was  no  need  to  qualify  insanity  by  using  the  designation 
of  severe. 


4.  To  specify  the  factors  that  led  to  the  creation  of  mental  hospitals  is  beyond 
the  scope  of  this  essay;  the  literature  dealing  with  the  origins  of  institutional  policies 
is  both  large  and  controversial. 

5.  For  general  discussions,  see  Charles  E.  Rosenberg,  "The  Therapeutic  Revolu- 
tion: Medicine,  Meaning,  and  Social  Change  in  Nineteenth-Century  America,"  in 
The  Therapeutic  Revolution:  Essays  in  the  Social  History  of  American  Medicine, 
ed.  Morris  J.  Vogel  and  Charles  E.  Rosenberg  (Philadelphia,  Pa.:  University  of 
Pennsylvania  Press,  1979),  pp.  3-25,  and  John  H.  Warner,  The  Therapeutic  Perspec- 
tive: Medical  Practice,  Knowledge,  and  Identity  in  America,  1820-1885  (Cambridge, 
Mass.:  Harvard  University  Press,  1986). 

6.  Charles  E.  Rosenberg,  "Body  and  Mind  in  Nineteenth-Century  Medicine: 
Some  Clinical  Origins  of  the  Neurosis  Construct,"  Bulletin  of  the  History  of  Medi- 
cine, 1989,  63:185-197. 
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Since  insanity  followed  improper  behavioral  patterns  associ- 
ated with  a  defective  environment,  therapy  had  to  begin  with  the 
creation  of  a  new  and  presumably  more  appropriate  environment. 
Home  treatment  was  useless,  for  the  physician  had  no  means  of 
eliminating  undesirable  environmental  influences.  Institutionaliza- 
tion was  a  sine  qua  non  because  it  shattered  the  link  between  an 
improper  environment  and  the  patient.  In  a  hospital  patients  could 
be  exposed  to  a  judicious  amalgam  of  medical  and  moral  treatment. 
Medical  treatment  was  intended  to  rebuild  the  body  to  improve 
the  mind,  and  to  calm  violent  behavior  by  the  administration  of 
narcotics.  Indeed,  asylum  therapeutics  bore  a  remarkable  similarity 
to  the  therapeutics  of  those  engaged  in  general  medical  practice. 
"Moral  treatment"  —  to  use  nineteenth-century  terminology  — 
implied  kind,  individualized  care  within  a  small  hospital;  the  use  of 
occupational  therapy,  and  resort  to  religious  exercises,  amusements, 
and  games.  There  were  to  be  no  threats  of  physical  violence;  and 
only  rarely  were  mechanical  means  of  restraint  to  be  employed. 
Moral  treatment,  in  effect,  involved  the  re-education  of  the  patient 
within  a  more  suitable  environment.  The  role  of  the  psychiatrist  was 
not  fundamentally  different  from  the  role  of  the  stern,  occasionally 
authoritarian,  yet  loving  and  concerned  father. 7 

From  the  prevailing  model  of  disease,  psychiatrists  drew  an 
obvious  conclusion;  insanity  was  as  curable  as,  if  not  more  curable 
than,  most  somatic  illnesses.  "Insanity,"  proclaimed  Samuel  B. 
Woodward  (first  president  of  what  is  today  the  American  Psychiat- 
ric Association  [APA])  in  1839,  "of  all  diseases  the  most  fearful,  is 
found  to  be  among  the  most  curable."8  Indeed,  it  was  common  for 
mental  hospital  superintendents  in  the  1830s  and  1840s  to  claim 
that  90  percent  or  more  of  all  recent  cases  —  cases  defined  as  being 
insane  for  one  year  or  less  —  could  be  cured  if  treated  promptly. 
William  M.  Awl,  a  contemporary  of  Woodward  and  superintendent 
of  the  Ohio  Lunatic  Asylum,  reported  that  in  the  first  four  years 
following  its  opening  in  1838  the  Asylum  had  received  171  persons 


7.  For  discussions  of  early-  and  mid-nineteenth-century  psychiatric  therapies, 
see  Norman  Dain,  Concepts  of  Insanity  in  the  United  States,  1789-1 865  (New 
Brunswick,  N.J.:  Rutgers  University  Press,  1964);  Grob,  Mental  Institutions  in 
America;  Nancy  Tomes,  A  Generous  Confidence:  Thomas  Story  Kirkbride  and  the 
Art  of  Asylum-Keeping,  1840-1883  (London  and  New  York:  Cambridge  University 
Press,  1984);  and  Samuel  B.  Thielman,  "Madness  and  Medicine:  Trends  in  American 
Medical  Therapeutics  for  Insanity,  1820-1860,"  Bulletin  of  the  History  of  Medicine, 
1987,  61:25-46. 

8.  Worcester  State  Lunatic  Hospital,  Annual  Report,  1839,  7:65. 
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insane  for  one  year  or  less;  69  between  one  and  two  years;  85 
between  two  and  five  years;  and  44  between  5  and  10  years.  The 
recovery  rates  within  each  group,  respectively,  were  80,  35,  14,  and 
9  percent. 9 

Within  such  an  intellectual  framework  the  concept  of  chronic- 
ity  (chronic  long-term  mental  illness)  had  a  somewhat  different 
meaning.  Chronicity  was  neither  inherent  nor  inevitable,  but  fol- 
lowed the  failure  to  provide  acute  cases  with  the  benefit  of  therapy 
in  mental  hospitals.  The  incurable  insane,  wrote  Edward  Jarvis  in 
1855,  "remain  standing  and  abiding  monuments  of  the  neglect  of 
the  State  to  provide  the  means  of  health,  and  place  them  within  the 
reach  or  the  comprehension  of  the  friends  and  guardians  who  had 
immediate  charge  of  them,  or  of  the  neglect  of  those  friends  and 
guardians  to  avail  themselves  of  these  opportunities  of  restoration 
when  they  were  offered  to  them." 10  Psychiatrists,  moreover,  denied 
that  a  recurrence  of  insanity  was  simply  a  continuation  of  the 
original  illness.  Just  as  individuals  could  suffer  numerous  respira- 
tory or  intestinal  diseases,  so  too  could  they  have  subsequent  unre- 
lated episodes  of  insanity.  Woodward,  for  example,  argued  that  if 
a  patient  discharged  as  recovered  had  been  free  of  symptoms  for  a 
year  or  more,  any  recurrence  was  attributable  to  a  new  cause  that 
had  no  relation  to  the  previous  attack.  If  individuals  who  recovered 
would  avoid  "known  causes  of  disease  .  .  .  they  might  safely  pass  on, 
and,  in  most  cases,  continue  well."  "It  is  just  as  possible,"  observed 
Thomas  S.  Kirkbride  in  his  classic  work  on  mental  hospitals,  "for 
any  one  to  have  an  attack  of  insanity,  to  recover  from  it,  and  to 
have  another  attack  at  a  subsequent  period  of  life,  as  it  is  of  any 
other  disease,  or  as  any  one  is  liable  to  have  a  first  attack." 11 

In  general,  mid-nineteenth-century  patients  discharged  as  re- 
covered or  improved  tended  to  be  institutionalized  for  only  brief 
periods  from  three  to  nine  months.  Hence,  the  prevailing  belief 
was  that  a  mental  hospital  with  two  hundred  beds  could  treat 
approximately  six  hundred  patients  during  a  12-month  period  (as- 
suming that  the  average  stay  would  be  about  four  months).  Surviv- 

9.  Ohio  Lunatic  Asylum,  Annual  Report,  1842,  4:57. 

10.  [Edward  Jarvis],  Report  on  Insanity  and  Idiocy  in  Massachusetts  by  the 
Commission  on  Lunacy  Under  Resolve  of  the  Legislature  of  1854  (Massachusetts 
House  Document  No.  144  [1855]:  Boston,  Mass.:  William  White,  1855),  p.  70. 

11.  Worcester  State  Lunatic  Hospital,  Annual  Report,  1840,  8:47,  1841,  9:68, 
1841, 10:62;  Thomas  S.  Kirkbride,  On  the  Construction,  Organization,  and  General 
Arrangements  of  Hospitals  for  the  Insane  (Philadelphia,  Pa.:  Lindsay  &C  Blakiston, 
1854;  second  edition,  Philadelphia,  Pa.:  J.  B.  Lippincott,  1880),  p.  23. 
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ing  evidence  suggests  that  the  claims  of  therapeutic  successes  had 
some  validity.  Although  affirmations  about  curability  rates  were 
undoubtedly  exaggerated,  there  is  little  doubt  that  many  individuals 
appeared  to  benefit  from  hospitalization.  In  the  1880s  an  enterpris- 
ing superintendent  undertook  a  follow-up  study  of  over  a  thousand 
patients  discharged  as  recovered  on  their  only  or  last  admission. 
The  study  took  more  than  a  decade  to  complete,  and  in  the  end 
data  were  accumulated  on  984  individuals.  Of  these,  317  were  alive 
and  well  at  the  time  of  their  last  reply,  while  an  additional  251  who 
had  died  had  never  again  been  institutionalized.  Thus  nearly  58 
percent  of  those  discharged  as  recovered  had  functioned  in  a  com- 
munity setting  without  any  relapse. 12 

The  absence  of  a  large  chronic  institutional  population  further 
reinforced  the  faith  in  curability.  Between  the  1830s  and  1870s  the 
proportion  of  long-term  or  chronic  cases  in  hospitals  was  relatively 
low  —  that  is,  if  the  figures  are  compared  with  the  extraordinarily 
high  percentage  between  1890  and  1950.  Although  national  data 
are  lacking,  a  sample  of  individual  hospitals  reveals  that  their  func- 
tions as  custodial  institutions  had  not  yet  become  dominant.  The 
experiences  of  Worcester  State  Hospital  —  the  oldest  and  most 
important  public  institution  in  Massachusetts  —  are  instructive.  In 
1842  (a  decade  after  it  opened),  46.4  percent  of  its  patients  had 
been  hospitalized  for  less  than  a  year;  only  13.2  percent  had  been 
in  the  hospital  for  five  or  more  years.  In  1870  the  comparable  figures 
were  49.6  and  13.9  percent.  Nor  was  Worcester  atypical.  In  1850 
41.1  percent  of  patients  at  the  Virginia  Western  Lunatic  Asylum 
had  been  hospitalized  for  less  than  a  year  and  29.6  percent  for 
five  years  or  more.  The  respective  figures  for  the  California  Insane 
Asylum  in  1860  were  40.2  percent  and  0.1  percent.  Unlike  their 
twentieth-century  counterparts,  hospitals  before  1880  did  not  have 
large  numbers  of  two  classes  of  patients;  the  aged  (over  65)  and 
paretics  (the  tertiary  stage  of  syphilis).  Between  1830  and  1875 
aged  patients  accounted  for  perhaps  5  to  10  percent  of  the  total. 
At  the  Utica  State  Lunatic  Asylum  only  2.7  percent  of  all  admissions 
between  1850  and  1868  were  given  a  diagnosis  of  paresis.13 

12.  Worcester  State  Lunatic  Hospital,  Annual  Report,  1893,  61:70. 

13.  Ibid.,  1842,  10:17-27,  1857,  25:55-56,  1866,  34:67,  1867,  35:34,  1870, 
38:38-60;  Virginia  Western  Lunatic  Asylum,  Annual  Report,  1850,  23:14-23;  Cali- 
fornia Insane  Asylum,  Annual  Report,  1860,  8:16—32;  Insane  Asylum  of  Louisiana, 
Annual  Report,  1858,  p.  13;  New  York  City  Lunatic  Asylum,  Blackwell's  Island, 
Annual  Report,  1861,  p.  17;  New  Hampshire  Asylum  for  the  Insane,  Annual  Report, 
1864,  23:16;  Utica  State  Lunatic  Asylum,  Annual  Report,  1870,  38:18-19;  Western 
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The  low  proportion  of  chronic  patients  in  mental  hospitals  was 
due  in  part  to  the  pattern  of  funding  and,  to  a  lesser  extent,  the 
exclusion  of  senility  from  psychiatric  diagnostic  categories.  In  gen- 
eral, state  legislatures  provided  the  capital  funds  necessary  for  ac- 
quiring new  sites  and  constructing,  expanding,  and  renovating 
existing  physical  plants.  Local  communities,  on  the  other  hand, 
were  required  to  pay  hospitals  a  sum  equal  to  the  actual  cost  of 
care  and  treatment  of  each  patient  admitted.  The  system,  moreover, 
did  not  assume  that  every  mentally  ill  person  would  be  cared  for  in 
a  state  institution.  Laws  generally  required  that  only  dangerous 
mentally  ill  persons  had  to  be  sent  to  state  hospitals.  Others  who 
could  presumably  benefit  from  therapeutic  interventions  (and  thus 
ultimately  be  removed  from  welfare  rolls)  could,  at  the  discretion 
of  local  officials,  also  be  institutionalized.  The  system,  in  short, 
involved  divided  responsibility. 

For  much  of  the  nineteenth  century,  therefore,  a  significant 
proportion  of  insane  persons  continued  either  to  live  in  the  commu- 
nity or  else  were  kept  in  municipal  almshouses.  Families  with  suffi- 
cient resources  could  commit  their  relatives  to  state  institutions, 
provided  they  were  willing  to  assume  financial  liability  for  their 
upkeep.  States,  moreover,  had  to  reimburse  hospitals  for  those  pa- 
tients who  had  not  established  legal  residency,  such  as  immigrants. 
The  result  was  a  variegated  pattern.  Edward  Jarvis's  census  of  all 
persons  identified  by  others  as  insane  in  Massachusetts  in  1854 
provides  some  insight  into  the  distribution  of  the  mentally  ill.  In  his 
monumental  survey  Jarvis  identified  by  name  every  insane  person 
in  the  Bay  State.  According  to  his  final  tabulations,  there  were  2,632 
insane  persons.  Of  this  number,  1,522  were  paupers,  and  1,110 
were  supported  by  their  own  resources  or  by  friends.  At  the  time 
1,284  were  either  at  home  or  in  almshouses;  1,141  were  in  hospi- 
tals; and  207  were  in  local  receptacles  for  the  insane,  houses  of 
correction,  jails,  or  state  almshouses.  Only  435  were  identified  as 
curable,  as  compared  with  2,018  as  incurable  (the  prognosis  of  179 
was  unknown). 14 

Pennsylvania  Hospital,  Annual  Report,  1871,  pp.  18-19.  See  also  Ellen  Dwyer, 
Homes  for  the  Mad:  Life  Inside  Two  Nineteenth-Century  Asylums  (New  Brunswick, 
N.J.:  Rutgers  University  Press,  1987),  p.  150. 

14.  Report  on  Insanity  and  Idiocy,  pp.  18,  73.  All  of  the  manuscript  returns 
listing  every  person  by  name  can  be  found  in  "Report  of  the  Physicians  of  Massachu- 
setts. Superintendents  of  Hospitals  .  .  .  and  Others  Describing  the  Insane  and  Idiotic 
Persons  in  the  State  of  Massachusetts  in  1855,  Made  to  the  Commissioners  on 
Lunacy,"  manuscript  volume  in  the  Countway  Library  of  Medicine,  Harvard  Medi- 
cal School,  Boston,  Massachusetts. 
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Divided  responsibility  for  the  mentally  ill  had  significant  reper- 
cussions. The  system  tended  to  promote  competition  and  rivalries 
between  overlapping  governmental  jurisdictions.  In  many  states  the 
stipulation  that  individual  communities  were  financially  liable  for 
their  poor  and  indigent  insane  residents  created  incentives  for  local 
officials  to  keep  them  in  almshouses  where  costs  were  lower.  Hospi- 
tal officials  often  faced  unremitting  pressure  from  communities  to 
discharge  patients  —  irrespective  of  their  condition  —  in  order  to 
save  money.  Local  officials  on  occasion  even  attempted  to  force 
hospitals  to  reimburse  the  community  for  work  performed  by  pa- 
tients, though  such  labor  was  part  of  a  therapeutic  regimen.  Ironi- 
cally, divided  fiscal  and  government  authority  had  the  paradoxical 
effect  of  keeping  the  chronic  population  in  mental  hospitals  at 
relatively  low  levels.  Moreover,  aged  senile  persons  without  re- 
sources or  support  networks  were  cared  for  in  almshouses,  which 
were  the  nineteenth-century  equivalent  of  old  age  homes. 

Mid-nineteenth-century  psychiatrists  generally  opposed  the  es- 
tablishment of  separate  institutions  for  chronic  or  incurable  cases 
and  accepted  the  legitimacy  of  custodial  care.  They  were  not  certain 
of  their  ability  to  distinguish  between  curable  and  incurable  cases, 
and  feared  that  the  prevention  of  abuses  of  patients  within  strictly 
custodial  institutions  would  be  overly  difficult.  Moreover,  their  ex- 
periences with  local  officials  led  them  to  the  conclusion  that  con- 
finement of  the  chronic  insane  in  almshouses  or  comparable 
institutions  was  detrimental.  In  the  first  edition  of  his  classic  work, 
Kirkbride  vigorously  condemned  the  maintenance  of  chronic  pa- 
tients in  separate  institutions. 

The  first  grand  objection  to  such  a  separation  is,  that  no  one 
can  say  with  entire  certainty  who  is  incurable;  and  to  condemn 
any  one  to  an  institution  for  this  particular  class  is  like  dooming 
him  to  utter  hopelessness  .  .  .  .When  patients  cannot  be  cured, 
they  should  still  be  considered  under  treatment,  as  long  as  life 
lasts;  if  not  with  the  hope  of  restoring  them  to  health,  to  do 
what  is  next  in  importance,  to  promote  their  comfort  and 
happiness,  and  to  keep  them  from  sinking  still  lower  in  the 
scale  of  humanity.  Fortunately,  almost  precisely  the  same  class 
of  means  are  generally  required  for  the  best  management  and 
treatment  of  the  curable  and  incurable,  and  almost  as  much 
skill  may  be  shown  in  caring  judiciously  for  the  latter  as  for 
the  former.  When  the  incurable  are  in  the  same  institution  as 
the  curable,  there  is  little  danger  of  their  being  neglected;  but 
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when  once  consigned  to  receptacles  specially  provided  for 
them,  all  experience  leads  us  to  believe  that  but  little  time  will 
elapse  before  they  will  be  found  gradually  sinking,  mentally 
and  physically,  their  care  entrusted  to  persons  actuated  only 
by  selfish  motives  —  the  grand  object  being  to  ascertain  at  how 
little  cost  per  week  soul  and  body  can  be  kept  together  —  and, 
sooner  or  later,  cruelty,  neglect  and  suffering  are  pretty  sure  to 
be  the  results  of  every  such  experiment. 

When  Kirkbride  published  a  second  edition  of  his  work  a  quarter 
of  a  century  later,  his  views  had  not  changed.  "What  is  best  for  the 
recent,"  he  insisted,  "is  best  for  the  chronic."  5 

As  the  number  of  chronic  patients  slowly  increased,  however, 
states  began  to  reconsider  their  policies.  Massachusetts  and  New 
York,  which  maintained  the  most  extensive  hospital  systems,  intro- 
duced some  significant  modifications.  In  the  1850s  Massachusetts 
created  a  separate  department  for  chronic  insane  immigrants  at  its 
state  almshouse.  In  1869  New  York  opened  the  Willard  Asylum, 
which  was  intended  to  relieve  local  welfare  institutions  of  any  re- 
sponsibility for  chronic  pauper  insane  patients.  By  the  1880s  Wis- 
consin established  a  controversial  system  that  provided  for  state 
subsidies  for  the  care  of  chronic  cases  at  county-run  facilities.  These 
and  other  policy  innovations  had  two  distinct  goals:  to  ensure  that 
hospitals  retained  their  therapeutic  character;  and  to  minimize  the 
role  of  local  communities  whose  officials  were  preoccupied  mainly 
with  maintaining  low  tax  rates.  The  effort  to  segregate  the  chronic 
population  met  with  an  ambivalent  reception  from  psychiatrists. 
Senior  figures  opposed  a  policy  that  stigmatized  large  numbers  of 
individuals  and  consigned  them  to  custodial  institutions.  Those  in 
favor  of  the  new  departure,  on  the  other  hand,  argued  that  the 
retention  of  chronic  patients  in  local  poorhouses  institutionalized 
an  inferior  system. 

Paradoxically,  the  debate  over  a  policy  that  divided  curable 
and  chronic  cases  was  rendered  all  but  moot  by  the  turn  of  the 
century.  Disillusioned  by  a  system  that  divided  authority,  states  — 
led  once  again  by  New  York  and  Massachusetts  —  adopted  legisla- 
tion that  relieved  local  communities  of  any  role  whatsoever  in  caring 
for  the  mentally  ill.  The  assumption  of  those  who  favored  centraliza- 


15.  For  the  long  block  quotation,  see  Kirkbride,  On  the  Construction  .  .  .  of 
Hospitals  for  the  Insane,  first  edition,  p.  59.  The  shorter  quotation  is  found  in  the 
second  edition,  p.  248. 
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tion  was  that  local  care,  although  less  expensive,  was  substandard 
and  also  fostered  chronicity  and  dependency.  Conversely,  care  and 
treatment  in  hospitals,  though  more  costly  initially,  would  in  the 
long  run  be  cheaper  because  it  would  enhance  the  odds  of  recovery 
for  some  and  provide  more  humane  care  for  others. 

Although  the  intent  of  state  assumption  of  responsibility  was 
to  ensure  that  the  mentally  ill  would  receive  a  higher  quality  of  care 
and  treatment,  the  consequences  in  actual  practice  turned  out  to  be 
quite  different.  In  brief,  local  officials  saw  in  the  new  laws  a  golden 
opportunity  to  shift  some  of  their  financial  obligations  onto  the 
state.  The  purpose  of  the  new  laws  mandating  state  responsibility 
for  all  mentally  ill  persons  was  self-evident:  namely,  to  end  local 
jurisdiction  over  the  chronic  mentally  ill.  But  local  officials  went 
beyond  the  intent  of  the  law.  Traditionally,  nineteenth-century  alms- 
houses (which  were  supported  and  administered  by  local  govern- 
ments) served  in  part  as  old-age  homes  for  senile  and  aged  persons 
without  any  financial  resources.  The  passage  of  state  care  acts  pro- 
vided local  officials  with  an  unexpected  opportunity.  They  pro- 
ceeded to  re-define  senility  in  psychiatric  terms  and  thus  began  to 
transfer  aged  persons  from  local  almshouses  to  state  mental  hospi- 
tals. Humanitarian  concerns  played  a  relatively  minor  role  in  this 
development;  economic  considerations  were  of  paramount 
significance. 

Faced  with  rapidly  escalating  expenditures,  communities  were 
more  than  happy  to  transfer  responsibility  for  their  aged  residents 
to  state-supported  facilities.  Between  1880  and  1920,  therefore, 
the  almshouse  populations  (for  this  and  other  reasons)  dropped 
precipitously.  Admissions  fell  from  99.5  to  58.4  per  100,000  be- 
tween 1904  and  1922.  The  decline  in  the  number  of  mentally  ill 
persons  aged  60  and  over  was  even  sharper,  dropping  from  24.3 
percent  in  1880  to  5.6  percent  in  1923. 16  What  occurred,  however, 
was  not  a  deinstitutionalization  movement,  but  rather  a  lateral 
transfer  of  individuals  from  one  institution  to  another.  "We  are 
receiving  every  year  a  large  number  of  old  people,  some  of  them 

16.  Data  on  almshouse  populations  are  drawn  from  the  following  U.S.  Bureau 
of  the  Census  publications:  Paupers  in  Almshouses,  1904  (Washington,  D.C.:  Gov- 
ernment Printing  Office,  1906),  pp.  182,  184;  Paupers  in  Almshouses,  1910  (Wash- 
ington, D.C.:  Government  Printing  Office,  1915),  pp.  42-43;  Paupers  in 
Almshouses,  1923  (Washington,  D.C.:  Government  Printing  Office,  1925),  pp.  5,  8, 
33;  Insane  and  Feeble-Minded  in  Hospitals  and  Institutions,  1904  (Washington, 
D.C.:  Government  Printing  Office,  1906),  p.  29;  Patients  in  Hospitals  for  Mental 
Diseases,  1923  (Washington,  D.C.:  Government  Printing  Office,  1926),  p.  7. 
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very  old,  who  are  simply  suffering  from  the  mental  decay  incident 
to  extreme  old  age,"  observed  Charles  C.  Wagner  (superintendent 
of  the  Binghampton  State  Hospital  in  New  York)  in  moving  terms. 
"A  little  mental  confusion,  forgetfulness  and  garrulity  are  sometimes 
the  only  symptoms  exhibited,  but  the  patient  is  duly  certified  to  us 
as  insane  and  has  no  one  at  home  capable  or  possessed  of  means 
to  care  for  him.  We  are  unable  to  refuse  these  patients  without 
creating  ill-feeling  in  the  community  where  they  reside,  nor  are  we 
able  to  assert  that  they  are  not  insane  within  the  meaning  of  the 
statute,  for  many  of  them,  judged  by  the  ordinary  standards  of 
sanity,  cannot  be  regarded  as  entirely  sane." 17 

As  a  result,  the  character  of  mental  hospitals  underwent  a 
dramatic  transformation  during  the  first  half  of  the  twentieth  cen- 
tury. Prior  to  that  time  hospitals  had  substantial  turnover  rates  even 
though  they  retained  patients  who  failed  to  improve  or  recover.  In 
the  four  decades  following  its  opening  in  the  1840s,  the  proportion 
of  patients  who  left  the  Utica  State  Lunatic  Asylum  hovered  around 
40  percent.  In  the  twentieth  century,  by  way  of  contrast,  the  pattern 
changed  markedly  as  the  proportion  of  short-term  cases  fell  and 
those  of  long-term  increased.  By  1904  only  27.8  percent  of  the 
total  patient  population  for  the  United  States  as  a  whole  had  been 
institutionalized  for  12  months  or  less.  Within  six  years  this  percent- 
age had  fallen  to  12.7,  although  rising  to  17.4  in  1923.  The  greatest 
change,  however,  came  among  patients  hospitalized  for  five  years 
or  more.  In  1904,  39.2  percent  of  patients  fell  into  this  category; 
in  1910  and  1923  the  respective  percentages  were  52.0  and  54.0. 
Although  data  for  the  United  States  as  a  whole  were  unavailable 
after  1923,  the  experiences  of  Massachusetts  are  illustrative.  By  the 
1930s  nearly  80  percent  of  its  mental  hospital  beds  were  occupied 
by  chronic  patients. 18 

Chronicity,  however,  is  a  somewhat  misleading  term,  for  the 
group  that  it  described  was  heterogeneous.  The  aged  (over  60  or 
65)  constituted  by  far  the  single  largest  component.  By  1920,  for 
example,  18  percent  of  all  first  admissions  to  New  York  State  mental 


17.  New  York  State  Commission  in  Lunacy,  Annual  Report,  1900,  12:29-30. 

18.  Dwyer,  Homes  for  the  Mad,  pp.  150—151;  Insane  and  Feeble-Minded  in 
Hospitals  and  Institutions,  1904,  p.  37;  U.S.  Bureau  of  the  Census,  Insane  and 
Feeble-Minded  in  Institutions,  1 910  (Washington,  D.C.:  Government  Printing  Office, 
1914),  p.  59;  Patients  in  Hospitals  for  Mental  Disease,  1923,  p.  36;  Neil  A.  Dayton, 
New  Facts  on  Mental  Disorders:  Study  of  89,190  Cases  (Springfield,  111.:  Charles  C 
Thomas,  1940),  pp.  414-429. 
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hospitals  were  diagnosed  as  psychotic  because  of  senility  or  arterio- 
sclerosis; 20  years  later  the  figure  had  risen  to  31  percent.  A  decade 
later  40  percent  of  all  first  admissions  were  aged  60  and  over,  as 
compared  with  only  13.2  percent  of  the  state's  total  population. 
The  increase  in  the  absolute  number  also  reflected  a  change  in  age- 
specific  admission  rates.  In  their  classic  study  of  rates  of  institution- 
alization covering  more  than  a  century,  Herbert  Goldhamer  and 
Andrew  W.  Marshall  found  that  the  greatest  increase  occurred  in 
the  older  category.  In  1855  the  age-specific  first-admission  rate  in 
Massachusetts  aged  60  and  over  was  70.4  for  males  and  65.5  for 
females  (per  100,000);  by  the  beginning  of  World  War  II  the  corre- 
sponding figures  were  279.5  and  223.0.  As  late  as  1958  nearly  a 
third  of  all  resident  state  hospital  patients  were  over  65  years  of 
age.19 

The  rising  age  distribution  mirrored  a  different  but  related 
characteristic  of  the  institutionalized,  namely,  the  presence  of  large 
numbers  of  patients  whose  abnormal  behavior  reflected  an  underly- 
ing somatic  etiology.  Even  allowing  for  imprecise  diagnoses  and  an 
imperfect  statistical  reporting  system,  it  was  quite  evident  that  a 
significant  proportion  of  the  hospitalized  population  suffered  from 
severe  organic  disorders  for  which  there  were  no  effective  treat- 
ments. Of  49,116  first  admissions  in  1922  institutionalized  because 
of  various  psychoses,  16,407  suffered  from  a  variety  of  identifiable 
somatic  conditions  (senility,  cerebral  arteriosclerosis,  paresis,  Hun- 
tington's chorea,  brain  tumors,  etc.).  Between  1922  and  1940  the 
proportion  of  such  patients  increased  from  33.4  to  42.4  percent.  In 
1946  various  forms  of  senility  and  paresis  accounted  for  about  half 
of  all  first  admissions.  A  study  of  683  aged  persons  admitted  to 
Maryland  hospitals  in  the  early  1940s  revealed  that  47  percent  died 
within  the  first  year;  overall  only  10  percent  were  ever  discharged 
while  still  alive. 


19.  Benjamin  Malzberg,  "A  Statistical  Analysis  of  the  Ages  of  First  Admissions 
to  Hospitals  for  Mental  Disease  in  New  York  State,"  Psychiatric  Quarterly,  1949, 
20:344—366;  Benjamin  Malzberg,  "A  Comparison  of  First  Admissions  to  the  New 
York  Civil  State  Hospitals  During  1919-1921  and  1949-1951,"  Psychiatric  Quar- 
terly, 1954,  25:312-319;  New  York  State  Department  of  Mental  Hygiene,  Annual 
Report,  1939-1940,  42:174-175;  Herbert  Goldhamer  and  Andrew  W.  Marshall, 
Psychosis  and  Civilization:  Two  Studies  in  the  Frequency  of  Mental  Disease  (Glen- 
coe,  111.:  Free  Press,  1953),  pp.  54,  91;  American  Psychiatric  Association,  Report  on 
Patients  Over  65  in  Public  Mental  Hospitals  (Washington,  D.C.:  American  Psychiat- 
ric Association,  1960),  p.  5. 

20.  Statistics  compiled  from  U.S.  Bureau  of  the  Census,  Patients  in  Hospitals 
for  Mental  Disease,  1 923,  Mental  Patients  in  State  Hospitals,  1 926  and  1 927  (Wash- 
ington, D.C.:  Government  Printing  Office,  1930),  Patients  in  Mental  Hospitals, 
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The  increasing  proportion  of  elderly  patients  in  mental  hospi- 
tals, however,  was  not  due  solely  to  rising  admission  rates.  High 
death  rates  ensured  that  the  length  of  stay  of  newly  admitted  elderly 
persons  would  be  limited.  At  Warren  State  Hospital  in  Pennsylvania, 
for  example,  72  percent  of  such  patients  died  within  five  years  of 
their  admission  in  the  period  from  1936  to  1945.  The  proportion 
of  elderly  was  instead  augmented  by  the  accumulation  of  schizo- 
phrenics admitted  at  a  younger  age  who  grew  old  at  the  hospital. 
The  presence  of  this  group  accounted  for  the  fact  that  in  1962  the 
median  length  of  stay  for  schizophrenics  in  23  selected  states  was 
12.8  years,  whereas  the  comparable  figure  for  those  admitted  with 
mental  diseases  of  the  senium  was  3.0  years.21 

The  large  numbers  of  chronic  and  aged  patients,  however, 
tended  to  obscure  the  fact  that  release  rates  for  nonelderly  patients 
were  improving.  In  a  pioneering  study  of  more  than  15,000  patient 
cohorts  admitted  to  Warren  State  Hospital  in  Pennsylvania  between 
1916  and  1950,  Morton  Kramer  and  his  colleagues  found  that,  for 
functional  psychotics,  the  probability  of  release  of  first  admissions 
within  12  months  increased  from  41  to  62  percent  between 
1919-1925  and  1946-1950.  These  and  other  data  suggested  that 
popular  perceptions  of  mental  hospitals  were  not  entirely  accurate. 
To  put  it  another  way,  a  high  proportion  of  chronic  and  aged 
patients  in  public  mental  hospitals  led  many  to  overlook  the  reality 
that  substantial  numbers  of  patients  were  admitted,  treated,  and 
discharged  in  less  than  a  year.22 

During  the  early  and  mid-1940s,  journalists  and  mental  health 
professionals  alike  published  numerous  critical  accounts  of  mental 
hospitals  that  detailed  tragic  conditions.  To  be  sure,  a  decade  and 

1940  (Washington,  D.C.:  Government  Printing  Office,  1943),  and  Morton  Kramer, 
Psychiatric  Services  and  the  Changing  Institutional  Scene,  1950-1985,  DHEW  Pub- 
lication no.  [ADM]  76-374  (Washington,  D.C.:  Government  Printing  Office,  1976), 
p.  75;  Oswaldo  Camargo  and  George  H.  Preston,  "What  Happens  to  Patients  Who 
Are  Hospitalized  for  the  First  Time  When  Over  Sixty-Five  Years  of  Age,"  American 
Journal  of  Psychiatry,  1945,  202:168-173. 

21.  Earl  S.  Pollock,  Ben  Z.  Locke,  and  Morton  Kramer,  "Trends  in  Hospitaliza- 
tion and  Patterns  of  Care  of  the  Aged  Mentally  111,"  in  Psych op athology  of  Aging, 
ed.  Paul  H.  Hoch  and  Joseph  Zubin  (New  York:  Grune  &  Stratton,  1961),  p.  36; 
Morton  Kramer  et  al.,  A  Historical  Study  of  the  Disposition  of  First  Admissions  to 
a  State  Mental  Hospital:  Experience  of  the  Warren  State  Hospital  during  the  Period 
1916-1950,  U.S.  Public  Health  Service  Publication  445  (Washington,  D.C.:  Govern- 
ment Printing  Office,  1955),  p.  12;  Morton  Kramer  et  al.,  Mental  Disorders/Suicide 
(Cambridge,  Mass.:  Harvard  University  Press,  1972),  pp.  27-28. 

22.  Kramer  et  al.,  Historical  Study  of  the  Disposition  of  First  Admissions,  p. 
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a  half  of  financial  neglect,  due  largely  to  the  combined  impact  of 
the  Great  Depression  of  the  1930s  and  ensuing  global  conflict, 
simply  exacerbated  already  existing  severe  problems.  The  de- 
pressing state  of  mental  hospitals,  however,  was  as  much  a  function 
of  the  nature  of  their  patients  as  it  was  the  result  of  parsimonious 
or  callous  policies.  The  large  number  of  chronically-ill  patients  was 
undoubtedly  the  single  most  significant  element  in  shaping  a  milieu 
seemingly  antithetical  to  therapeutic  goals. 

During  and  after  World  War  II  the  prevailing  consensus  on 
mental  health  policy  in  America  slowly  began  to  dissolve.  Develop- 
ments converged  to  reshape  public  policy  during  these  years,  and 
mental  hospitals  —  institutions  that  had  been  the  cornerstone  of 
public  policy  for  nearly  a  century  and  a  half  —  slowly  began  to 
lose  their  social  and  medical  legitimacy.  First,  there  was  a  shift  in 
psychiatric  thinking  toward  a  psychodynamic  and  psychoanalytic 
model  emphasizing  life  experiences  and  the  role  of  socioenviron- 
mental  factors.  Second,  the  experiences  of  World  War  II  appeared 
to  demonstrate  the  efficacy  of  community  and  outpatient  treatment 
of  disturbed  persons.  Third,  the  belief  that  early  intervention  in  the 
community  would  be  effective  in  preventing  subsequent  hospitaliza- 
tion became  popular.  Fourth,  a  faith  developed  that  psychiatry 
could  promote  prevention  by  contributing  toward  the  amelioration 
of  social  problems  that  allegedly  fostered  mental  diseases.  Fifth,  the 
introduction  of  psychological  and  somatic  therapies  (including,  but 
not  limited  to,  psychotropic  drugs)  held  out  the  promise  of  a  more 
normal  existence  for  patients  outside  of  mental  institutions.  Finally, 
an  enhanced  social  welfare  role  of  the  federal  government  not  only 
began  to  diminish  the  authority  of  state  governments,  but  also 
hastened  the  transition  from  an  institutionally-based  to  a  communi- 
ty-oriented policy. 23 

Winds  of  change  were  evident  well  before  the  widespread  use 
of  psychotropic  drugs  or  the  advent  of  deinstitutionalization.  The 
specialty  of  psychiatry,  long  synonymous  with  institutional  care, 
rapidly  changed  its  character  in  the  postwar  era.  Admittedly,  psychi- 
atrists had  begun  to  find  careers  outside  of  public  institutions  in 
the  interwar  decades.  But  after  1945  there  was  a  mass  exodus  of 
psychiatrists  from  mental  hospitals  into  private  and  community 
practice.  Within  a  decade  more  than  80  percent  of  the  10,000 
members  of  the  APA  were  employed  outside  of  mental  hospitals. 


23.  Postwar  developments  are  covered  in  Grob,  From  Asylum  to  Community. 
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Their  positions  were  filled  by  foreign  medical  graduates  with  little 
or  no  training  in  psychiatry. 24  Although  the  APA  staff  continued  to 
work  with  public  hospitals  (especially  through  the  Central  Inspec- 
tion Board,  annual  Mental  Hospital  Institutes,  and  by  conducting 
surveys  in  individual  states),  most  of  its  members  were  neither 
knowledgeable  about  nor  sympathetic  toward  their  institutional 
brethren  and  often  emphasized  the  desirability  of  noninstitutional 
alternatives.  Moreover,  most  psychiatrists  in  the  community  treated 
large  numbers  of  patients  with  psychological  problems  and  thus 
their  contacts  with  the  severely  and  chronically  mentally  ill  were 
sharply  reduced.  That  hospitals  had  a  large  proportion  of  chronic 
patients  hardly  accorded  with  the  self-image  of  the  psychiatrist  as 
an  active  and  successful  therapist.  In  his  APA  presidential  address 
in  1958,  as  a  matter  of  fact,  Harry  C.  Solomon  even  described 
the  large  mental  hospital  as  "antiquated,  outmoded,  and  rapidly 
becoming  obsolete."  Robert  C.  Hunt,  director  of  the  Hudson  River 
State  Hospital  in  New  York  and  an  individual  deeply  concerned 
with  institutional  problems,  responded  publicly  in  critical  terms. 
His  "private  reactions  are  still  unprintable,"  he  wrote  to  Solomon. 
Hunt  subsequently  informed  the  APA  Commission  on  Long  Term 
Planning  that  the  organization  had  not  played  a  constructive  role  in 
countering  the  detrimental  effects  associated  with  "the  state  hospital 
stereotype."  The  majority  of  APA  members,  he  added  in  revealing 
terms,  had  neither  the  contacts  with  nor  knowledge  about  mental 
hospitals.  Hence  its  members  were  prone  to  identify  the  prevailing 
stereotype  with  reality;  the  result  was  a  virtual  abandonment  of  the 
hospital  by  American  psychiatrists.25 

The  weakening  of  the  long-established  links  between  hospitals 
and  psychiatrists  was  also  accompanied  by  a  movement  to 

24.  Data  on  the  location  of  psychiatrists  is  taken  from  the  following:  Biographi- 
cal Directory  of  Fellows  &  Members  of  the  American  Psychiatric  Association  as  of 
October  1,  1957  (New  York:  R.  R.  Bowker,  1958);  "Distribution  of  Members  of 
the  American  Psychiatric  Association,  1910-1960,"  Miscellaneous  Papers,  Box  1, 
Archives  of  the  APA,  Washington,  D.C.;  Joint  Information  Service,  Fact  Sheet  No. 
2,  May  1957  and  No.  10,  August  1959:  David  A.  Boyd,  "Current  and  Future 
Trends  in  Psychiatric  Residency  Training,"  Journal  of  Medical  Education,  1958, 
33:345-346. 

25.  Harry  C.  Solomon,  "The  American  Psychiatric  Association  in  Relation  to 
American  Psychiatry,"  American  Journal  of  Psychiatry,  1958,  115:1-9;  New  York 
Times,  13  and  16  May  1958;  Robert  C.  Hunt  to  Solomon,  17  June  1958,  Solomon 
to  Hunt,  19  June  1958,  Solomon  Papers,  Archives  of  the  APA;  Robert  C.  Hunt, 
"The  State  Hospital  Stereotype"  (statement  before  the  APA  Commission  on  Long 
Term  Planning,  30  October  1959),  Records  of  the  Medical  Director's  Office,  200- 
11,  Archives  of  the  APA. 
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strengthen  outpatient  and  community  clinics.  Before  1940  such 
clinics  had  dealt  predominantly  with  children  rather  than  adults. 
The  postwar  enthusiasm  for  clinics  received  momentum  with  the 
passage  of  the  National  Mental  Health  Act  of  1946,  which  provided 
grants  to  states  to  support  existing  outpatient  facilities  or  to  estab- 
lish new  ones.  The  ultimate  goal,  according  to  Robert  H.  Felix, 
first  director  of  the  National  Institute  for  Mental  Health,  was  one 
outpatient  facility  for  each  100,000  persons.  Although  appropria- 
tions were  modest,  their  impact  was  dramatic.  Before  1948  more 
than  half  of  all  states  had  no  clinics;  by  1949  all  but  five  had 
one  or  more.  Six  years  later  there  were  about  1,234  outpatient 
psychiatric  clinics,  of  which  about  two-thirds  were  state  supported 
or  aided.  Psychiatrists  proved  staunch  proponents  of  a  community- 
oriented  policy,  for  they  insisted  that  early  identification  and  treat- 
ment in  outpatient  facilities  or  private  offices  diminished  the  need 
for  subsequent  hospitalization  and  were  also  cost  effective.26 

During  the  1950s  support  for  a  community-based  policy  in- 
creased steadily;  the  Governor's  Conference  and  Council  of  State 
Governments,  as  well  as  private  foundations  such  as  the  Milbank 
Memorial  Fund,  played  important  roles  in  marshalling  support  for 
innovation.  In  1954  New  York  enacted  its  influential  Community 
Mental  Health  Services  Act,  which  provided  state  funding  for  out- 
patient clinics;  California  followed  suit  shortly  thereafter  with  the 
passage  of  the  Short-Doyle  Act.  By  1959  there  were  more  than 
1,400  clinics  serving  about  502,000  individuals,  of  whom  294,000 
were  over  the  age  of  eighteen. 27  The  expansion  of  community  facili- 
ties was  accompanied  also  by  new  services  to  schools,  courts,  and 
social  agencies  by  nonmedical  mental  health  professionals.  This 
development  offered  further  proof  of  the  degree  to  which  the  public 
sought,  if  not  demanded,  access  to  psychiatric  and  psychological 
services  in  noninstitutional  settings.  During  these  years  Robert  Felix 
and  his  colleagues  at  the  National  Institute  of  Mental  Health  used 


26.  New  York  Times,  4  April  1947;  NIMH,  "Annual  Report,  Fiscal  1949,"  9-10, 
NIMH  Records,  Subject  Files,  1940-1951,  Box  82,  Washington  National  Records 
Center,  Suitland,  Maryland;  Anita  K.  Bahn  and  Vivian  B.  Norman,  Outpatient 
Psychiatric  Clinics  in  the  United  States,  1954-1955,  U.S.  Public  Health  Service 
Public  Health  Monograph  49  (Washington,  D.C.:  Government  Printing  Office, 
1957),  p.  38. 

27.  "Gains  in  Outpatient  Psychiatric  Services,  1959,"  Public  Health  Reports, 
I960,  75:1092-1094;  Vivian  B.  Norman,  Beatrice  M.  Rosen,  and  Anita  K.  Bahn, 
"Psychiatric  Clinic  Outpatients  in  the  United  States,  1959,"  Mental  Hygiene,  1962, 
46:321-343. 


354 


Gerald  N.  Grob 


their  links  with  key  congressional  figures  to  enhance  the  policymak- 
ing authority  of  the  federal  government  as  a  vehicle  to  strengthen 
community  policies. 

Many  of  the  claims  about  the  efficacy  of  community  care  and 
treatment,  however,  rested  on  extraordinarily  shaky  foundations. 
The  presumption  was  that  outpatient  psychiatric  clinics  could  iden- 
tify early  cases  of  mental  disorders  and  also  serve  as  alternatives  to 
mental  hospitals.  But  empirical  data  to  validate  such  assertions  were 
lacking.  Indeed,  a  study  of  about  five  hundred  patients  in  three 
California  state  hospitals  during  the  1950s  found  most  of  these 
patients  unsuited  to  treatment  in  clinics.  The  authors  of  the  study 
concluded  by  noting  "the  marked  discontinuities  in  functions  of  the 
participating  hospitals  and  clinics  and  the  difficulties  in  initiating 
outpatient  treatment  with  hospitalized  patients  shortly  after  their 
admission."  They  also  called  attention  to  "the  value  of  services  to 
bridge  the  gap  between  the  traditional  functions  of  hospitals  and 
clinics  for  already  hospitalized  patients."28 

Data  collected  by  Morton  Kramer  and  his  associates  at  the 
Biometrics  Branch  of  the  National  Institute  of  Mental  Health  raised 
equally  serious  problems.  A  community  policy  was  based  on  the 
expectation  that  patients  could  be  treated  outside  of  institutions. 
Underlying  this  belief  were  several  assumptions:  (1)  patients  had 
homes;  (2)  patients  had  sympathetic  families  or  other  persons  will- 
ing and  able  to  assume  responsibility  for  their  care;  (3)  the  organiza- 
tion of  the  household  would  not  impede  rehabilitation;  and  (4)  the 
patient's  presence  would  not  cause  undue  hardships  for  other  family 
members.  In  1960,  however,  48  percent  of  the  mental  hospital 
population  was  unmarried,  12  percent  were  widowed,  and  13  per- 
cent were  divorced  or  separated.  A  large  proportion  of  patients,  in 
other  words,  may  have  had  no  families  to  care  for  them.  Hence  the 
assumption  that  patients  could  reside  in  the  community  with  their 
families  while  undergoing  rehabilitation  was  hardly  realistic.29 

28.  Harold  Sampson,  David  Ross,  Bernice  Engle,  and  Florine  Livson,  "Feasibil- 
ity of  Community  Clinic  Treatment  for  State  Mental  Hospital  Patients,"  Archives  of 
Neurology  and  Psychiatry,  1958,  80:77.  A  larger  version  of  this  study  appeared 
under  the  title  A  Study  of  Suitability  for  Outpatient  Clinic  Treatment  of  State  Mental 
Hospital  Admissions,  1957,  California  Department  of  Mental  Hygiene,  Research 
Report  No.  1  (1957). 

29.  See  Morton  Kramer,  Some  Implications  of  Trends  in  the  Usage  of  Psychiat- 
ric Facilities  for  Community  Mental  Health  Programs  and  Related  Research,  U.S. 
Public  Health  Service  Publication  1434  (Washington,  D.C.:  Government  Printing 
Office,  1967);  Morton  Kramer,  "Epidemiology,  Biostatistics,  and  Mental  Health 
Planning,"  in  APA  Psychiatric  Research  Reports,  1967,  22:1-68;  Morton  Kramer, 
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Such  findings  fell  on  deaf  ears;  the  rhetoric  of  community  care 
and  treatment  carried  the  day  in  the  1950s  and  1960s.  Too  often, 
exaggerated  claims  were  overlooked  or  ignored.  Yet  rhetoric  cannot 
be  dismissed  so  easily:  it  shaped  agendas  and  debates;  it  created 
expectations  that  in  turn  molded  policies;  and  it  informed  the  social- 
ization, training,  and  education  of  those  in  professional  occupa- 
tions. From  the  creation  of  the  Joint  Commission  on  Mental  Illness 
and  Health  in  1955  and  the  publication  of  its  influential  Action  for 
Mental  Health:  Final  Report  of  the  Joint  Commission  on  Mental 
Illness  and  Health,  1961  to  the  passage  of  the  Community  Mental 
Health  Centers  Act  of  1963,  the  advocates  of  a  community-oriented 
policy  succeeded  in  forging  a  consensus  regarding  the  desirability 
of  diminishing  the  central  role  of  mental  hospitals  and  strengthening 
community  facilities.  They  were  joined  by  a  variety  of  other  individ- 
uals and  groups.  Psychiatric  critics  (e.g.,  Thomas  Szasz)  attacked 
the  very  legitimacy  of  the  concept  of  mental  illnesses;  civil  rights 
advocates  identified  the  mentally  ill  as  a  group  systematically  de- 
prived of  constitutional  liberties;  and  social  activists  emphasized 
that  institutions  such  as  mental  hospitals  could  never  be  other  than 
repressive  and  dehumanizing  institutions.  The  result  was  a  deter- 
mined and  partially  successful  effort  to  reshape  public  policy  by 
diminishing  the  role  of  hospitals  and  enhancing  the  significance  of 
outpatient  and  community  services. 

During  the  1960s  the  attack  on  the  legitimacy  of  institutional 
care  began  to  bear  fruit.  Hospital  populations  declined  rapidly  after 
1965.  A  shift  in  thinking  had  made  community  care  and  treatment, 
at  least  in  theory,  an  acceptable  alternative  to  institutionalization. 
Administrative  and  structural  changes  within  institutions,  including 
open  door  policies,  informal  admissions,  and  efforts  to  prepare 
patients  for  early  release,  as  well  as  the  introduction  of  psychotropic 
drugs,  reinforced  the  faith  in  the  efficacy  of  community  treatment. 
The  passage  of  Medicaid  and  Medicare,  moreover,  hastened  the 
exodus  of  aged  patients  from  hospitals  to  chronic  nursing  homes. 
The  rapid  expansion  of  third  party  reimbursement  plans  stimulated 
the  use  of  inpatient  and  outpatient  psychiatric  services  in  general 
hospitals.  Ironically,  the  reduction  of  the  patient  population  no 
doubt  had  the  effect  of  improving  the  lives  of  those  who  remained 
in  public  mental  hospitals. 

C.  Taube,  and  S.  Starr,  "Patterns  of  Use  of  Psychiatric  Facilities  by  the  Aged:  Current 
Status,  Trends,  and  Implications,"  in  APA  Psychiatric  Research  Reports,  1968, 
23:89-150. 
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Nowhere  were  the  changes  in  the  mental  health  system  during 
the  1960s  more  visible  than  in  the  aggregate  data  dealing  with 
patient  care  episodes.30  In  1955  there  were  1,675,352  patient  care 
episodes;  379,000  (22.6  percent)  were  treated  in  outpatient  facili- 
ties; 818,832  (48.9  percent)  in  state  mental  hospitals;  and  the  re- 
mainder in  other  institutions.  Of  3,380,8188  episodes  in  1968,  52.7 
percent  were  treated  in  outpatient  facilities  (of  which  8  percent  were 
in  community  mental  health  centers  [CMHC]),  23.4  percent  in  state 
hospitals,  and  23.9  percent  in  other  institutions.  To  put  it  another 
way,  77.4  percent  of  episodes  were  treated  in  inpatient  facilities  in 
1955  and  22.6  percent  in  outpatient  settings;  13  years  later  the 
respective  figures  were  47.3  percent  and  52.7  percent.  In  sum,  there 
was  a  profound  shift  in  the  location  of  services  as  well  as  an  increase 
in  the  rate  of  episodes.  In  1955  there  were  1,028  episodes  per 
100,000;  by  1968  this  figure  had  risen  substantially  to  1,713  epi- 
sodes (see  Table  l).31 

The  change  in  the  location  of  services,  however,  did  not  mean 
that  public  mental  hospitals  were  on  the  road  to  extinction  and 
that  community  outpatient  centers  and  clinics  were  assuming  their 
functions.  On  the  contrary,  outpatient  facilities  grew  rapidly  be- 
cause they  were  used  by  new  groups  that  in  the  past  had  no  access 
to  the  mental  health  system  and  who  were  for  the  most  part  not  in 
the  severely  mentally  ill  category.  Thus  while  the  rate  of  inpatient 
care  episodes  at  public  hospitals  declined  from  502  to  401  per 
100,000,  outpatient  care  episodes  leaped  from  233  to  901  between 
1955  and  1968.  In  absolute  terms,  inpatient  care  episodes  at  public 
institutions  fell  from  818,832  to  791,819,  whereas  outpatient  care 
episodes  increased  from  379,000  to  1,778,590  in  the  same  period. 
These  data  demonstrate  that  the  growth  in  outpatient  services  was 
not  at  the  expense  of  inpatient  ones.  Many  of  the  changes  in  the 
mental  health  system,  in  other  words,  occurred  because  of  the 
expansion  of  services  and  recruitment  of  a  new  clientele  rather  than 
the  substitution  of  one  service  for  another. 


30.  The  term  patient  care  episode  represents  the  sum  of  two  numbers:  residents 
at  the  beginning  of  the  year  or  on  the  active  roll  of  outpatient  clinics,  and  admissions 
during  the  year.  The  first  is  an  unduplicated  count;  the  second  includes  duplications, 
since  some  individuals  had  multiple  admissions. 

31.  Data  taken  from  NIMH,  Statistical  Note  23  (April  1970):  1-4,  and  Statistical 
Note  154  (September  1980):  12.  Slight  differences  in  totals  are  due  to  the  rounding 
out  of  fractions.  It  should  be  noted  that  NIMH  data  usually  did  not  count  patient 
care  episodes  in  general  hospitals  without  specialized  psychiatric  units. 
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The  dramatic  growth  of  outpatient  facilities  diminished  the 
relative  significance  of  public  mental  hospitals,  which  for  more  than 
a  century  had  been  central  to  the  mental  health  system.  The  number 
of  resident  patients  fell  slowly  in  the  period  from  1955  to  1965, 
and  more  rapidly  thereafter.  Yet  at  the  same  time  the  number  of 
admissions  was  increasing.  In  1955, 178,003  persons  were  admitted 
to  state  and  county  mental  hospitals.  A  decade  later  the  figure  was 
316,664  persons.  The  rapid  decline  in  the  resident  population  after 
1965  did  not  alter  this  pattern;  in  1970  there  were  384,511  admis- 
sions (see  Table  2).  These  figures  suggest  that  an  important  change 
in  the  function  of  state  hospitals  had  taken  place.  During  the  first 
half  of  the  twentieth  century  these  institutions  cared  for  large  num- 
bers of  chronic  cases  drawn  from  several  categories,  including 
schizophrenic  patients  admitted  during  youth  and  early  maturity 
and  who  remained  for  the  rest  of  their  lives,  paretics,  and  senile 
aged  persons.  By  the  late  1960s  the  number  of  aged  and  chronic 
patients  began  to  fall,  and  mental  hospitals  then  began  to  provide 
more  short-  and  intermediate-term  care  and  treatment  for  severely 
mentally  ill  persons.32 

To  be  sure,  the  number  of  patient  care  episodes  treated  in 
general  hospitals  (with  and  without  psychiatric  units)  and  federally- 
funded  CMHCs  increased,  although  there  were  sharp  variations 
from  place  to  place.  The  available  (and  imperfect)  data,  however, 
indicates  that  these  facilities  did  not  generally  treat  individuals  pre- 
viously admitted  or  likely  to  be  admitted  to  mental  hospitals.  There 
were,  for  example,  some  striking  differences  in  diagnostic  catego- 
ries. In  1969  state  hospitals  had  a  higher  proportion  of  patients 
with  schizophrenic  reactions,  a  group  that  constituted  the  core  of 
the  severely  mentally  ill  group.  Nearly  30  percent  of  its  admissions 
were  in  this  category;  1 1  percent  were  in  the  organic  brain  syndrome 
and  10.2  percent  in  the  depressive  categories.  General  hospital  inpa- 
tient services,  by  way  of  contrast,  treated  different  kinds  of  patients. 
More  than  a  third  of  their  admissions  suffered  from  depressive 
disorders;  schizophrenic  reactions  accounted  for  17.2  percent  and 
organic  brain  syndromes  6.5  percent.33 

32.  NIMH  data  in  Morton  Kramer,  Psychiatric  Services  and  the  Changing 
Institutional  Scene,  1 950-1 985,  DHEW  Publication  no.  [ADM]  77-433  (Washing- 
ton, D.C.:  Government  Printing  Office,  1977),  p.  78. 

33.  NIMH,  Psychiatric  Services  in  General  Hospitals,  1969-1970  (NIMH, 
Mental  Health  Statistics,  Series  A  No.  11  [1972]),  p.  21;  Charles  Kanno  and  P.  L. 
Scheidemandel,  Psychiatric  Treatment  in  the  Community:  A  National  Survey  of 
General  Hospital  Psychiatry  and  Private  Psychiatric  Hospitals  (Washington,  D.C.: 
American  Psychiatric  Association,  1974),  p.  35;  Kramer,  Psychiatric  Services  and 
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RESIDENT  PATIENTS,  ADMISSIONS,  NET  RELEASES,  AND  DEATHS 
IN  U.S.  STATE  AND  COUNTY  MENTAL  HOSPITALS,  1950-1971 

Resident 
Patients  at 


Year 

End  of  Year 

Admissions 

Net  Releases* 

Deaths 

1950 

512,501 

152,286 

99,659 

41,280 

1951 

520,326 

152,079 

101,802 

42,107 

1952 

531,981 

162,908 

107,647 

44,303 

1953 

545,045 

170,621 

113,959 

45,087 

1954 

553,979 

171,682 

118,775 

42,652 

1  /o,UUJ 

1  OA  AQQ 

AA  1QA 

44,354 

1956 

551,390 

185,597 

145,313 

48,236 

1957 

548,626 

194,497 

150,413 

46,848 

1958 

545,182 

209,823 

161,884 

51,383 

1959 

541,883 

222,791 

176,411 

49,647 

1960 

535,540 

234,791 

192,818 

49,748 

1961 

527,456 

252,742 

215,595 

46,880 

1962 

515,640 

269,854 

230,158 

49,563 

1963 

504,604 

283,591 

245,745 

49,052 

1964 

490,449 

299,561 

268,616 

44,824 

1965 

475,202 

316,664 

288,397 

43,964 

1966 

452,089 

328,564 

310,370 

42,753 

1967 

426,309 

345,673 

332,549 

39,608 

1968 

399,152 

367,461 

354,996 

39,677 

1969 

369,969 

374,771 

367,992 

35,962 

1970 

337,619 

384,511 

386,937 

30,804 

1971 

308,983 

402,472 

405,681 

26,835 

*Net  Releases  equals  the  resident  patients  at  the  beginning  of  the  year  plus 
admissions  minus  deaths  and  resident  patients  at  end  of  year. 


The  differences  between  state  mental  and  general  hospitals 
with  specialized  units  become  even  clearer  from  length-of-stay  data. 
The  mean  and  median  stay  in  general  hospitals  in  1963  was  20  and 
17  days  respectively.  These  figures  fell  slightly  during  the  1960s,  the 
former  to  17  days  in  1969  and  the  latter  to  11  days  in  1971.  By 
1975  the  mean  stay  was  only  11  days  and  the  median  6.7  days.34 

the  Changing  Institutional  Scene,  p.  17.  See  also  James  W.  Thompson,  R.  D.  Bass, 
and  M.  J.  Witkin,  "Fifty  Years  of  Psychiatric  Services:  1940-1990,"  Hospital  & 
Community  Psychiatry,  1982,  33:714. 

34.  Glasscote  and  C.  K.  Kanno,  General  Hospital  Psychiatric  Units:  A  National 
Survey  (Washington,  D.C.:  Joint  Information  Service,  1965),  p.  16;  Kanno  and 
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The  pattern  in  state  mental  hospitals  differed  substantially. 
Unfortunately,  length  of  stay  data  were  not  reported  before  1970. 
Other  data,  however,  sheds  light  on  the  functions  of  these  institu- 
tions. Before  1965  public  mental  hospitals  had  a  large  chronic  popu- 
lation. Data  from  23  states  in  1962  revealed  that  the  median  stay 
for  patients  resident  at  the  end  of  the  year  was  8.4  years.  The 
distribution  was  even  more  striking:  18.4  percent  of  patients  were 
institutionalized  for  less  than  a  year;  22  percent  from  1-4  years; 
14.6  percent  from  5-9  years;  20.4  percent  from  10-19  years;  and 
24.6  percent  20  years  or  more.35  After  1965  the  number  of  long- 
term  patients  at  public  institutions  fell  precipitously,  largely  because 
changes  in  funding  patterns  led  to  a  sharp  decline  in  elderly  and 
chronic  patients.  This  is  not  in  any  way  to  imply  that  state  hospitals 
no  longer  provided  long-term  care.  On  the  contrary,  state  hospitals 
remained  what  three  investigators  termed  "the  place  of  last  resort" 
for  perhaps  100,000  individuals  for  whom  no  alternative  facility 
was  available.  Thus  in  1969  the  mean  stay  of  discharged  patients 
at  public  hospitals  was  421  days;  six  years  later  the  corresponding 
figure  was  270  days.  Median  length  of  stay  data,  however,  reveals 
a  quite  different  situation.  In  1970  the  median  length  of  stay  for 
admissions  (and  excluding  deaths)  was  41  days;  five  years  later 
this  figure  had  dropped  to  25  days.  These  data  suggest  that  public 
institutions  continued  to  treat  and  care  for  more  severely  and  chron- 
ically ill  persons  than  any  other  kind  of  institution.  Indeed,  in  1969 
and  1975  they  accounted  for  79.4  and  67.2  percent,  respectively, 
of  all  days  of  inpatient  psychiatric  care. 36 


Scheidemandel,  Psychiatric  Treatment  in  the  Community,  p.  34;  NIMH,  Statistical 
Note  No.  70  (February  1973);  Texas  Division  of  Mental  Health,  Psychiatric  Inpa- 
tient Units  in  Texas  General  hospitals:  A  Report  .  .  .  1958  (n.p.,  1958),  p.  21. 

35.  Kramer  et  al.,  Mental  Disorders/Suicide,  p.  28.  See  also  Pollack,  P.  H.  Person, 
Jr.,  Morton  Kramer,  and  Goldstein,  Patterns  of  Retention,  Release,  and  Death  of 
First  Admissions  to  State  Mental  Hospitals,  U.S.  Public  Health  Service  Publication 
672  (Washington,  D.C.:  Government  Printing  Office,  1959),  and  NIMH,  Statistical 
Note  74  (1973). 

36.  Howard  H.  Goldman,  N.  H.  Adams,  and  C.  Taube,  "Deinstitutionalization: 
The  Data  Demythologized,"  Hospital  &  Community  Psychiatry,  1983,  34:133; 
Charles  A.  Kiesler  and  Amy  E.  Sibulkin,  Mental  Hospitalization:  Myths  and  Facts 
About  a  National  Crisis  (Newbury  Park:  Sage  Publications,  1987),  pp.  86,  95; 
NIMH,  Mental  Health,  United  States,  1985,  ed.  by  Carl  A.  Taube  and  Sally  A. 
Barrett,  DHHS  Pub.  no.  [ADM]  85-1378  (Washington,  D.C.:  Government  Printing 
Office,  1985),  pp.  33,  53.  See  also  NIMH,  Statistical  Note  74  (1973),  and  Fritz 
Redlich  and  S.  R.  Kellert,  "Trends  in  American  Mental  Health,"  American  Journal 
of  Psychiatry,  1978,  1 35: 24. 
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For  the  seriously  and  chronically  mentally  ill,  therefore,  the 
decade  of  the  1960s  represented  a  watershed.  In  the  preceding 
century  mental  health  policy  had  rested  on  the  presumption  that 
the  care  and  treatment  of  the  mentally  ill  should  take  place  in  public 
hospitals  financed  and  administered  by  the  states.  During  the  1960s 
this  consensus  slowly  but  surely  dissolved.  Nevertheless,  the  expec- 
tation that  the  creation  of  community-oriented  policies  would  lead 
to  the  decline  and  perhaps  eventual  demise  of  public  mental  hospi- 
tals proved  premature.  To  be  sure,  the  growing  importance  of  gen- 
eral hospital  inpatient  units,  community  mental  health  centers,  and 
chronic  care  nursing  homes  diminished  the  relative  significance  of 
public  mental  hospitals  within  the  mental  health  system.  Yet  these 
new  institutions  (with  the  exception  of  chronic  nursing  care  homes) 
often  catered  to  new  categories  of  previously  untreated  groups. 
Innovative  policies  and  institutions,  therefore,  did  not  necessarily 
serve  all  mentally  ill  persons,  many  of  whom  remained  dependent 
upon  services  provided  at  public  mental  hospitals. 

The  consequences  of  the  innovations  that  transformed  the  men- 
tal health  system,  like  those  of  all  human  activities,  were  at  best 
mixed.  When  the  emphasis  on  treatment  in  the  community  was 
combined  with  an  expansion  of  services  to  new  groups,  the  result 
was  a  policy  that  often  overlooked  the  need  to  provide  supportive 
services  for  the  seriously  and  chronically  mentally  ill.  In  this  sense 
mental  health  activists  all  but  ignored  what  their  nineteenth-century 
predecessors  had  perhaps  instinctively  grasped,  namely,  that  care 
and  treatment,  although  conceptually  separate,  were  not  mutually 
exclusive.  Under  certain  conditions,  for  example,  care  was  a  form 
of  treatment. 

A  policy  that  emphasized  therapy,  but  left  care  unassigned, 
appealed  to  both  the  public  and  mental  health  professionals.  Ameri- 
cans generally  have  had  a  favorable  perception  of  medical  therapies, 
which  were  linked  with  the  objective  findings  of  medical  science. 
Their  view  of  care  (often  equated  with  welfare)  has  been  more 
ambivalent  and  reflected  the  pervasive  belief  that  dependency  in 
part  was  a  function  of  character  deficiencies,  which  in  turn  resulted 
in  social  and  economic  failure.  It  was  not  surprising,  therefore, 
that  mental  health  professionals  identified  themselves  with  medicine 
rather  than  welfare.  Moreover,  professional  services  required  rela- 
tively simple  organizational  structures.  Welfare  services  (excluding 
the  distribution  of  money),  by  way  of  contrast,  depended  on  ex- 
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traordinarily  complex  administrative  systems,  few  of  which  came 
close  to  approximating  the  goals  of  their  designers. 

Thus  one  of  the  driving  forces  of  these  years  —  antipathy 
toward  traditional  mental  hospitals  and  a  faith  in  community-ori- 
ented policies  and  institutions  —  gave  rise  to  a  bifurcated  system 
with  weak  institutional  linkages  or  mechanisms  to  ensure  continuity 
and  coordination  of  services.  Severely  and  chronically  mentally  ill 
persons  were  often  released  from  public  hospitals  after  relatively 
brief  periods  of  time  into  communities  without  adequate  support 
mechanisms.  The  implications  of  the  absence  of  longitudinal  re- 
sponsibility for  meeting  some  of  their  basic  needs  in  the  commu- 
nity —  including  housing,  medical  care,  welfare,  and  social  support 
services  —  would  become  painfully  evident  during  the  1980s  when 
the  contraction  of  public  welfare  and  housing  programs  exacer- 
bated an  already  difficult  situation. 
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Devils  in  the  Heart:  A  Nineteenth- 
Century  Perspective  on  Women  and 
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NANCY  TOMES 

In  January  1858,  a  23-year-old-woman  named  Eliza  Ogden  Butler 
was  admitted  to  the  Pennsylvania  Hospital  for  the  Insane  by  her 
father,  a  prominent  New  York  lawyer  and  politician.  Two  months 
prior,  Eliza  had  become  deeply  despondent  and  tried  to  take  her 
own  life,  which  had  prompted  her  family  to  commit  her.  After  a 
few  difficult  months  in  the  hospital,  Eliza's  depression  began  to  lift. 
Thomas  Story  Kirkbride,  the  asylum's  chief  physician,  took  a  special 
interest  in  her  case,  and  she  made  "progress  in  his  confidence." 
Seven  and  a  half  months  after  her  admission  Eliza  Butler  was  dis- 
charged from  the  hospital  as  "cured."  While  still  troubled  with 
dejected  moods  in  later  years,  she  never  required  hospitalization 
again. 1 

Eliza  Butler  returned  to  the  Pennsylvania  Hospital  for  the  In- 
sane, however,  but  not  as  a  patient:  the  57-year-old  Kirkbride,  who 
was  widowed  in  1862,  married  her  in  May  1866.  Eliza  moved  into 
the  superintendent's  home  on  the  hospital  grounds  and  raised  four 
children  there.  She  shared  her  husband's  career  at  its  high  point; 
during  their  wedded  years,  he  was  president  of  the  American  Psychi- 
atric Association  (1862—1870),  consulted  with  governors  and  presi- 
dents about  the  care  of  the  mentally  ill,  and  fought  to  preserve  his 
concept  of  "moral  treatment"  against  a  variety  of  critics.  After 
Kirkbride's  death  in  1883,  Eliza  Butler  Kirkbride  became  a  promi- 
nent civic  reformer  in  her  own  right,  particularly  in  the  areas  of 
education  and  housing  reform.  In  her  sixties,  she  supported  the 
beginnings  of  the  mental  hygiene  movement  and  joined  publicly 
with  another  former  mental  patient,  Clifford  Beers,  in  fighting  the 
stigma  of  mental  illness.  Throughout  her  long  and  productive  life, 

1.  See  Nancy  Tomes,  A  Generous  Confidence:  Thomas  Story  Kirkbride  and  the 
Art  of  Asylum-Keeping  (New  York:  Cambridge  University  Press,  1984),  pp. 
226—234,  for  a  fuller  account  of  Eliza's  case.  The  quote  about  making  "progress  in 
his  confidence"  came  from  a  letter  Kirkbride's  assistant  wrote  to  him.  See  Edward 
Smith  to  Thomas  Story  Kirkbride  (hereafter  TSK),  8  June  1858,  General  Correspon- 
dence, Institute  of  the  Pennsylvania  Hospital  Archives,  Philadelphia,  Pennsylvania 
(hereafter  IPH). 
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Eliza  Butler  Kirkbride  credited  her  husband,  and  the  Pennsylvania 
Hospital  for  the  Insane,  with  having  restored  her  to  health.2 

Thomas  Story  Kirkbride  left  no  professional  account  of  his 
second  wife's  mental  illness  and  recovery,  but  had  he  written  one, 
it  probably  would  have  read  like  this:  a  pious,  highly  intelligent 
young  woman,  Eliza  was  worn  down  by  the  anxiety  of  caring  for 
her  elderly  widowed  father  while  maintaining  a  rigorous  schedule 
of  church  work.  Her  health  broke  down,  and  affected  her  mind. 
Although  Kirkbride  believed  heredity  was  overemphasized  as  a 
cause  of  mental  illness,  he  probably  would  have  admitted  that  in 
her  case,  there  was  a  hereditary  predisposition  to  melancholia,  the 
term  then  used  for  depression.  Her  older  sister  Margaret  was  repeat- 
edly hospitalized  for  the  same  disease  in  the  1860s,  with  a  less 
favorable  outcome.  As  for  Eliza's  recovery,  Kirkbride  would  have 
attributed  that  to  her  family's  prompt  action  in  putting  her  in  the 
asylum,  before  her  disorder  had  time  to  become  "fixed,"  in  his 
words.  Appropriate  medical  care  combined  with  immersion  in  the 
therapeutic  regularity  of  hospital  life  —  the  essence  of  the  "moral 
treatment"  that  guided  American  psychiatry  in  this  era  —  had 
brought  about  her  recovery.3 

Eliza  Butler  would  not  have  disputed  this  medicalized  version 
of  her  illness,  yet  her  own  narrative  would  have  differed  from  it  in 
one  key  regard:  while  she  respected  Kirkbride's  medical  expertise, 
in  her  eyes  her  cure  was  primarily  a  chronicle  of  spiritual  redemp- 
tion. A  devout  evangelical  Presbyterian,  Eliza  believed  that  the  "soul 
atmosphere"  her  doctor  created  in  the  asylum  had  helped  most  to 
heal  her.  In  Eliza's  view,  she  had  struggled  with  her  darker  self,  the 
"devils  in  her  heart,"  as  she  termed  her  feelings  of  depression,  and 
only  by  God's  grace  had  she  won  the  battle.4  Having  been  saved 


2.  Elizas  appearance  with  Clifford  Beers  is  reported  in  "Address  by  Mrs.  Thomas 
S.  Kirkbride,"  City  Club  Bulletin,  1913,  6:392-394,  a  copy  of  which  is  in  the  IPH 
archives.  In  a  letter  to  the  Managers  of  the  Pennsylvania  Hospital,  she  referred  to 
"the  more  than  quarter  of  a  century  of  happy  life  which  I  owe  to  the  benefits  of 
your  Institution."  See  Eliza  Butler  Kirkbride  (hereafter  EOB  and  EBK)  to  Managers, 
31  December  1883,  IPH. 

3.  See  Tomes,  A  Generous  Confidence,  especially  pp.  134-136  and  188-222, 
for  an  explication  of  Kirkbride's  medical  views.  For  information  about  Eliza's  sister 
Margaret,  see  p.  230. 

4.  The  phrase  "soul  atmosphere"  comes  from  "Address  by  Mrs.  Thomas  S. 
Kirkbride,"  p.  393.  The  "devils  in  the  heart"  quote  comes  from  EBK  Diaries,  volume 
85,  Commonplace  Book  1869-1871,  Albany  Institute  for  History  and  Art,  Albany, 
New  York  (hereafter  AI).  The  volume  numbers  were  assigned  by  the  Archives,  so  I 
will  include  them  in  my  references. 
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herself,  she  carried  the  same  message,  by  personal  witness  and 
Biblical  study,  to  other  women  suffering  from  despair.  In  her  years 
at  the  Pennsylvania  Hospital  for  the  Insane,  Eliza  supervised  a  kind 
of  evangelical  underground  within  its  overtly  medical  domain. 

From  a  late-twentieth-century  perspective,  there  is  no  doubt 
that  the  medical  narrative  of  Eliza's  illness  seems  the  more  compre- 
hensible and  convincing.  Of  course,  modern  psychiatrists  would 
cast  Kirkbride's  explanations  in  more  up-to-date  terminology:  the 
biochemically-oriented  might  posit  a  defect  in  her  neurotransmitters 
and  speculate  that  a  good  antidepressant  drug  such  as  Prozac  would 
have  cured  her;  the  psychodynamically-oriented  might  investigate 
more  deeply  into  the  Butler  family's  childrearing  practices.5  Still, 
the  standard  nineteenth-century  medical  narrative  of  Eliza's  illness 
and  recovery  is  quite  plausible,  if  a  bit  crude,  for  our  modern 
sensibilities. 

Not  so  Eliza's  illness  narrative:  her  tendency  to  cast  her  struggle 
with  depression  in  a  religious  framework  strikes  the  modern  reader 
as  a  trifle  bizarre.  This  very  strangeness  is  a  clue  that  we  need  to 
consider  her  narrative  more  closely,  for  it  underlines  a  perspective 
on  mental  illness  and  hospital  treatment  in  the  nineteenth  century 
that  has  been  obscured  in  the  intervening  century,  namely  the  influ- 
ence of  popular  religion,  particularly  the  concepts  of  Satan,  sin,  and 
salvation,  on  the  practice  of  psychiatry. 6 

In  the  mid- 1800s,  Eliza's  religious  way  of  thinking  about  de- 
pression was  probably  more  common  among  lay  people  than  was 
Kirkbride's  medical  viewpoint.  In  the  early  days  of  American  psy- 
chiatry, religion  still  played  a  critical  role  in  shaping  American 
culture.  Protestant  theology  and  scriptural  allusions  were  part  of 
the  mental  worldview  of  middle-  and  upper-class  families.  For  nine- 
teenth-century women  especially,  the  "cult  of  true  womanhood" 
made  piety  a  critical  aspect  of  their  roles  as  wives  and  mothers.  A 
woman  of  Eliza's  class  might  see  a  doctor  several  times  a  year,  and 


5.  Prozac  is  the  trade  name  for  the  drug  fluoxetine,  which  was  introduced  in 
1987  and  has  now  become  the  leading  antidepressant  in  the  United  States. 

6.  I  use  the  term  popular  religion  here  to  underline  that  my  main  concern  in 
this  article  is  not  formal  theological  disputation,  but  "everyday  belief"  as  it  was 
taught  by  ministers  and  responded  to  by  their  congregations.  While  clergy  played 
an  important  role  in  shaping  lay  beliefs,  we  cannot  assume  that  they  were  identical, 
so  I  have  tried  to  be  very  careful  in  distinguishing  the  source  of  the  beliefs  discussed 
in  this  paper.  My  working  definition  of  popular  religion  is  indebted  to  David  D. 
Hall,  Worlds  of  Wonder,  Days  of  Judgment:  Popular  Religious  Belief  in  Early  New 
England  (New  York:  Alfred  A.  Knopf,  1989),  especially  pp.  3-20. 
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a  psychiatrist  never;  but  she  saw  her  pastor  every  week,  listened  to 
his  sermons  about  how  to  live  a  good  life,  and  sought  his  counsel 
when  troubled  in  spirit.7 

For  this  generation  of  Americans,  theology  was  not  a  dry, 
intellectual  exercise,  but  rather  a  vital  element  in  how  they  lived 
their  days  and  experienced  their  emotions.  What  we  today  would 
term  "life  events"  —  births,  deaths,  illnesses,  career  changes,  and 
the  like  —  were  interpreted  within  a  Christian  framework  heavily 
laden  with  terms  such  as  good  and  evil,  punishment  and  reward.8 
In  such  a  religious  culture  the  suspicion  that  insanity  signified  a 
state  of  sin  continued  to  weigh  heavily  against  the  mentally  ill 
long  after  the  establishment  of  psychiatry  as  a  medical  specialty. 
However  fervently  physicians  inveighed  against  the  popular  ten- 
dency to  conflate  sin  and  illness,  that  connection  was  not  so  easily 
destroyed  in  popular  thinking.  Patients  such  as  Eliza  Butler  carried 
these  religious  conceptions  of  depression  into  treatment.  Therefore, 
no  matter  what  their  own  beliefs,  psychiatrists  of  Kirkbride's  gener- 
ation had  to  respond  to  them.  In  so  doing,  asylum  doctors  uncon- 
sciously and  consciously  drew  on  religious  images  and  values  in 
shaping  their  therapeutic  rationale.  In  many  powerful  but  often 
unacknowledged  ways,  nineteenth-century  religious  thought  influ- 
enced the  clinical  practice  of  psychiatry  in  antebellum  America. 

This  dimension  of  popular  thinking  about  mental  illness  is 
not  easy  to  document  through  the  conventional  sources  of  medical 
history.  For  complex  reasons,  the  pioneer  generation  of  asylum 

7.  For  a  general  account  of  American  religion  in  this  period,  see  Sydney  E. 
Ahlstrom,  A  Religious  History  of  the  American  People  (New  Haven,  Conn.:  Yale 
University  Press,  1972),  especially  pp.  385-729.  On  women  and  religion  in  the 
antebellum  period,  see  Anne  M.  Boylan,  Sunday  School:  The  Formation  of  an 
American  Institution,  1790-1880  (New  Haven,  Conn.:  Yale  University  Press,  1988), 
pp.  114—126;  Joan  Jacobs  Brumberg,  Mission  for  Life  (New  York:  The  Free  Press, 

1980)  ,  pp,  79-106;  Nancy  Cott,  The  Bonds  of  Womanhood:  'Women's  Sphere'  in 
New  England,  1785-1835  (New  Haven,  Conn.:  Yale  University  Press,  1977),  pp. 
126-159;  Ann  Douglas,  The  Feminization  of  American  Culture  (New  York:  Alfred 
A.  Knopf,  1977),  pp.  17-139;  Mary  Ryan,  Cradle  of  the  Middle  Class:  The  Family 
in  Oneida  County,  New  York,  1790-1865  (New  York:  Cambridge  University  Press, 

1981)  ,  pp.  60-104;  Katharyn  Kish  Sklar,  Catherine  Beecher:  A  Study  in  American 
Domesticity  (New  Haven,  Conn.:  Yale  University  Press,  1973),  pp.  84—93  and 
174-177;  and  Barbara  Welter,  "The  Feminization  of  American  Religion,"  in  Mary 
Hartman  and  Lois  W.  Banner,  eds.,  Clio's  Consciousness  Raised:  New  Perspectives 
on  the  History  of  Women  (New  York:  Harper  and  Row,  1974),  pp.  137-157. 

8.  For  an  interesting  perspective  on  how  religious  beliefs  were  used  to  "reframe" 
the  experience  of  loss,  see  Samuel  B.  Thielman  and  Frederick  T.  Melges,  "Julia  Rush's 
Diary:  Coping  with  Loss  in  the  Early  Nineteenth  Century,"  American  journal  of 
Psychiatry,  1986,  143:1144-1148. 
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doctors  preferred  not  to  call  too  much  attention  to  their  own  or 
their  patients'  religious  beliefs  about  mental  illness.  There  were 
exceptions  to  this  silence,  such  as  the  public  controversy  over  moral 
insanity.  Still,  the  influence  of  popular  religion  both  on  lay  percep- 
tions of  insanity  and  on  the  clinical  practice  of  psychiatry  is  easier 
to  document  from  sources  written  from  the  patient's  perspective.9 

Herein  lies  the  special  interest  of  Eliza  Butler  Kirkbride's  story 
for  the  historian.  In  addition  to  the  medical  aspects  of  her  illness, 
which  are  documented  in  the  hospital's  records,  she  left  many  per- 
sonal papers,  including  family  letters,  diaries,  commonplace  books, 
and  journals  spanning  the  mid-1850s  until  her  death  in  1919. 10 
Among  her  papers  are  letters  from  her  minister  and  extracts  from 
his  sermons,  which  illustrate  how  deeply  her  emotional  life  was 
infused  with  religious  meaning.  Eliza's  writings  allow  the  historian 
to  reconstruct  how  she  thought  about  herself:  her  emotions,  her 
self-worth,  her  depression,  and  her  asylum  experience.  They  also 
document  the  religious  "self-help"  routines  that  she  developed  and 
shared  with  other  women  patients  at  the  Pennsylvania  Hospital. 
Thus  Eliza  Butler  Kirkbride's  papers  provide  a  revealing  perspective 
on  the  interplay  between  popular  religion  and  medicine  in  shaping 
lay  perceptions  of  mental  illness. 

As  we  shall  see,  this  religious  view  of  mental  illness  was  surpris- 
ingly compatible  with  the  medicine  of  the  era.  Neither  Eliza  Butler, 
her  family,  her  minister,  nor  her  doctor  thought  of  religion  and 
psychiatry  as  mutually  exclusive  systems  of  explanation.  Rather 
they  tried  to  reconcile  spiritual  and  physical  interpretations  of  mel- 
ancholia, and  to  create  a  healing  atmosphere  that  addressed  both 
dimensions  of  mental  illness. 


9.  On  religion  and  psychiatry  in  this  period,  see  Norman  Dain,  Concepts  of 
Insanity  in  the  United  States,  1789-1865  (New  Brunswick,  N.J.:  Rutgers  University 
Press,  1964),  especially  pp.  55-83  and  183-193;  Tomes,  A  Generous  Confidence, 
pp.  46-48.  On  the  moral  insanity  issue,  see  Charles  E.  Rosenberg,  The  Trial  of  the 
Assassin  Guiteau  (Chicago,  111.:  University  of  Chicago  Press,  1968). 

10.  Eliza  Butler's  personal  papers  are  scattered  across  five  different  archives: 
there  are  some  family  papers  in  the  Archives  of  the  IPH;  a  few  journal  volumes  at 
the  Temple  Urban  Archives,  Philadelphia,  Pennsylvania  (hereafter  TUA);  papers  of 
the  Butler  family,  which  include  correspondence  of  Eliza's  mother  and  siblings,  at 
the  Firestone  Library,  Princeton  University,  Princeton,  New  Jersey  (hereafter  FL);  a 
large  unprocessed  collection  of  family  letters,  which  include  letters  to  and  from  Eliza 
and  her  sister  Lydia,  at  the  Columbia  County  Historical  Society  in  Kinderhook,  New 
York  (hereafter  CCHS);  and  over  80  volumes  of  her  journals  at  the  AI.  I  would  like 
to  thank  David  Weinberg  for  bringing  these  latter  two  collections  to  my  attention. 
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Changing  Views  of  Melancholia 

In  his  masterful  study  of  depression  as  a  clinical  concept,  psychia- 
trist-historian Stanley  Jackson  writes,  "Over  the  centuries,  melan- 
cholia the  disease  and  related  melancholic  matters  have  often  been 
conceived  of  as  having  a  significant  relationship  to  religious  themes 
or  to  supernatural  factors  in  some  form  or  other."  Beginning  in  the 
early  Church,  religious  authorities  classified  "acedia,"  a  state  of 
spiritual  despair,  as  a  cardinal  sin.  For  centuries  thereafter,  Christian 
writers  continued  to  categorize  certain  emotions  as  good  or  evil  and 
to  attribute  them  respectively  to  God  or  the  Devil.  The  characteristic 
emotions  of  sadness  and  fear  associated  with  depression  were  al- 
ways placed  on  the  negative  side  of  the  emotional  ledger.  Prolonged 
melancholia  could  be  the  result  either  of  possession  by  Satan  or  the 
demons  under  his  command;  conversely,  it  could  be  God's  doing, 
to  punish  the  sinful  or  to  temper  the  "moral  steel  of  the  believer  in 
the  fires  of  suffering  and  temptation." 11 

Over  the  course  of  the  eighteenth  century,  Anglo-American 
physicians  gradually  undermined  these  spiritual  explanations  for 
depression.  They  believed  that  a  divorce  between  religious  and  med- 
ical explanations  was  critical  to  removing  the  stigma  of  insanity. 
Religious  explanations  of  depression  as  possession  or  punishment 
kept  patients  from  doctors  who  might  help  them,  and  reinforced 
popular  fears  of  the  insane.  Instead,  physicians  promoted  naturalis- 
tic explanations  of  mental  illness  that  often  exculpated  the  sufferer 
for  the  ailment.  As  they  portrayed  it,  insanity  was  usually  the  result 
of  some  morally  neutral  (or  even  praiseworthy)  cause  such  as  over- 
work, or  illness,  or  grief.  When  the  sick  person's  actions  were  impli- 
cated, as  in  the  case  of  alcohol  abuse  or  venereal  disease,  physicians 
were  careful  to  emphasize  that  the  damage  was  done  to  the  body, 
which  in  turn  deranged  the  mind.  The  immortal  soul  was  beyond 
the  disturbance  of  physical  disease.  In  this  fashion,  physicians  em- 
phasized the  natural  law  of  disease,  and  the  often  inadvertent  ways 
individuals  violated  it,  as  the  root  cause  of  insanity.  The  workings 
of  supernatural  beings  had  no  place  in  their  medical  theories. 12 

11.  Stanley  Jackson,  Melancholia  and  Depression:  From  Hippocratic  Times  to 
Modern  Times  (New  Haven,  Conn.:  Yale  University  Press,  1986),  pp.  65-77  and 
325-341.  Quotes  are  from  p.  325. 

12.  See  Dain,  Concepts  of  Insanity,  especially  pp.  84—113;  Tomes,  A  Generous 
Confidence,  pp.  75-88.  See  also  the  treatment  of  these  issues  in  English  psychiatry 
as  surveyed  by  Michael  Macdonald,  Mystical  Bedlam:  Madness,  Anxiety  and  Heal- 
ing in  Seventeenth-Century  England  (New  York:  Cambridge  University  Press,  1981), 
esp.  pp.  173-231,  and  Roy  Porter,  Mind  Forg'd  Manacles:  A  History  of  Madness 
in  England  from  the  Restoration  to  the  Regency  (New  York:  Viking  Penguin,  1990), 
esp.  pp.  33-109. 
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Consistent  with  this  view,  the  first  generation  of  American 
psychiatrists  was  critical  of  forms  of  religious  life  that  induced 
severe  mental  distress  or  anxiety,  particularly  the  "new  measures" 
of  the  revivalists.  "True  religion,"  they  argued,  did  not  cause  mental 
suffering.  In  a  controversial  book,  Observations  on  the  Influence 
of  Religion  Upon  the  Health  and  Physical  Welfare  of  Mankind 
(1835),  Amariah  Brigham  condemned  religious  revivals  and  other 
forms  of  "enthusiasm"  as  a  threat  to  mental  health.  If  devout  indi- 
viduals continued  to  suffer  mental  anguish,  it  was  more  likely  the 
product  of  disease  than  the  doing  of  God.  Thus  asylum  doctors 
explained  religious  melancholy  of  the  sort  that  afflicted  Eliza  Butler 
and  other  devout  people  as  a  sign  of  physical  disease,  not  God's 
abandonment  or  Satan's  influence. 13 

But  distinguishing  the  boundaries  between  physical  and  spiri- 
tual causes  of  mental  illness  was  not  so  easy  for  either  American 
clergymen  or  their  congregations.  American  psychiatrists  were  pro- 
moting a  naturalistic  conception  of  mental  illness  during  a  period 
of  extraordinary  religious  ferment  and  intensity  which  came  to  be 
known  as  the  Second  Great  Awakening.  This  religious  movement 
reflected  Protestants'  struggle  to  reconcile  Enlightenment  views  of 
human  nature  and  natural  law  with  older  theological  traditions. 
Finding  new  ways  to  conceptualize  religious  melancholy  touched 
on  key  issues  in  this  process,  particularly  the  reconciliation  of  scien- 
tific and  scriptural  authority. 14 

Evangelical  Mental  Hygiene 

Reconciling  Enlightenment  views  of  progress  with  religious  schemes 
of  salvation  was  by  no  means  a  simple  process.  In  the  1820s  and 
1830s,  many  denominations  divided  over  theological  doctrines  such 
as  original  sin,  predestination,  and  scriptural  authority,  as  well  as 
support  for  revivalism  and  the  antislavery  movement.  For  example, 
the  Presbyterians,  who  represented  the  chief  heirs  of  seventeenth- 
century  Calvinism,  split  in  1837  into  a  conservative  "Old  Side" 

13.  Amariah  Brigham,  Observations  on  the  Influence  of  Religion  Upon  the 
Health  and  Physical  Welfare  of  Mankind  (Boston,  Mass.:  Marsh,  Dapen,  and  Lyon, 
1835).  For  a  general  discussion  of  psychiatry  and  religion  in  this  period,  see  Dain, 
Concepts  of  Insanity,  especially  pp.  55-83. 

14.  For  an  overview  of  the  Presbyterian  schism  and  New  Side  views,  see  George 
M.  Marsden,  The  Evangelical  Mind  and  the  New  School  Presbyterian  Experience: 
A  Case  Study  of  Thought  and  Theology  in  Nineteenth-Century  America  (New 
Haven,  Conn.:  Yale  University  Press,  1970). 
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and  evangelical  "New  Side"  over  the  balance  to  be  struck  between 
objective  authority  and  subjective  inspiration. 

Eliza  Butler  and  her  family  belonged  to  the  "New  Side"  or 
evangelical  wing  of  the  Presbyterian  Church.15  Like  antebellum 
evangelicals  in  general,  New  Side  Presbyterians  were  noted  for  their 
insistence  that  believers  undergo  a  total  transformation  from  sinful 
self-love  to  benevolent  affection  toward  God  and  all  human  kind. 
The  inward  change  of  heart  had  to  be  matched  by  an  outward 
reformation  of  habits;  the  elect  could  be  known  by  their  pious 
habits  and  their  devotion  to  good  works.  Their  standards  for  per- 
sonal behavior  were  derived  from  a  very  Christ-centered,  New  Tes- 
tament-oriented reading  of  the  Bible. 16 

Reconciling  a  naturalistic  conception  of  insanity  to  this  evan- 
gelical belief  system  posed  a  number  of  troubling  problems.  In  the 
first  place,  the  definition  of  insanity  as  a  disease  tested  beliefs  about 
scriptural  authority.  Although  Biblical  criticism  was  gaining  ground 
in  the  mid- 1800s,  especially  in  New  England,  the  vast  majority  of 
Protestants,  whether  orthodox  or  evangelical,  still  read  the  Bible  as 
the  literal  word  of  God.  Evangelicals  in  particular  relied  heavily  on 
the  New  Testament  for  direction  about  how  to  live  a  Christian  life. 
Unlike  the  other  parts  of  the  Bible,  the  Synoptic  Gospels  (Matthew, 
Mark,  and  Luke)  were  filled  with  stories  about  Jesus's  casting  out 
demons  from  the  insane  during  his  healing  ministry.  The  most  dra- 
matic, and  theologically  troubling,  episode  was  his  exorcism  of  the 
Gerasene  demoniac,  whose  "legion"  of  unclean  spirits  entered  a 
herd  of  swine  and  went  tumbling  over  a  cliff. 17 

The  New  Testament  demoniacs  posed  a  serious  problem  for 
nineteenth-century  believers  who  wished  to  accept  the  progressive 
view  of  insanity  as  a  disease.  On  the  one  hand,  evangelicals  did  not 
wish  to  dispute  the  value  of  science  nor  the  more  "enlightened" 
treatment  of  the  insane.  At  the  same  time,  they  resisted  any  interpre- 
tation of  the  Bible  that  undermined  its  literal  authority.  Given  these 


15.  Lawrence  Buell,  New  England  Literary  Culture:  From  Revolution  Through 
Renaissance  (New  York:  Cambridge  University  Press,  1986),  p.  166.  Dain,  Concepts 
of  Insanity,  p.  183  notes  that  Presbyterians  and  Quakers  were  the  two  groups  most 
concerned  in  their  denominational  press  about  the  definition  of  insanity. 

16.  Marsden,  Evangelical  Mind,  pp.  31—58  and  157—181,  provides  a  good 
summary  of  the  New  Side's  theology. 

17.  On  the  rise  of  Biblical  criticism,  see  Jerry  Wayne  Brown,  The  Rise  of  Biblical 
Criticism  in  America,  1800-1870:  The  New  England  Scholars  (Middletown,  Conn.: 
Wesleyan  University  Press,  1969). 


Women  and  Depression 


371 


two  objectives,  accounting  for  the  New  Testament  teachings  about 
the  role  of  demons  in  causing  madness  posed  a  difficult  challenge. 18 

Beginning  in  the  eighteenth  century,  one  line  of  Biblical  criti- 
cism portrayed  the  demoniacs  as  mentally  ill,  and  insisted  that  in 
treating  them  as  possessed  by  demons,  Jesus  was  simply  accommo- 
dating himself  to  Jewish  prejudice,  or  was  himself  in  error.  Not 
surprisingly,  many  Protestants  balked  at  the  portrayal  of  the  Son 
of  God  as  misguided  and  needed  an  alternative  explanation.  One 
possibility  was  that  demonic  possession,  once  common  in  Jesus's 
time,  was  no  longer  a  reality  in  modern  society;  while  a  few  excep- 
tional cases  of  madness  might  involve  demonic  possession,  the  in- 
sane were  more  commonly  the  victims  of  organic  disease. 

Although  evangelicals  retreated  somewhat  from  the  "high" 
Biblical  belief  in  all  insanity  as  demonic  possession,  they  still  main- 
tained a  prominent  role  for  Satan,  the  prince  of  demons,  in  their 
everyday  lives.  Even  the  pious  endured  an  endless  struggle  between 
the  good  and  evil  aspects  of  their  personalities,  and  certain  negative- 
ly-viewed emotions,  such  as  self-love,  despair,  or  anger,  were  rou- 
tinely portrayed  as  Satanic  in  origin.  Evangelical  Christians  believed 
that  Satan  worked  either  through  planting  evil  thoughts  and  feelings 
in  individual  hearts,  or  through  the  influence  of  evil  people.  There- 
fore a  Christian  experiencing  deep  despair  could  be  under  the  influ- 
ence of  the  "Tempter,"  as  Satan  was  called.  The  Devil  supposedly 
led  susceptible  souls  down  the  path  of  wrongdoing;  the  sinners' 
misdeeds  in  turn  damaged  the  body  and  mind,  in  accordance  with 
natural  law.  In  this  way,  supernatural  and  natural  explanations 
of  mental  disease  could  be  reconciled.  "The  teaching  of  the  New 
Testament  about  the  victims  of  demonic  possession  is  not  in  contra- 
diction to  the  principles  of  physiology,"  concluded  an  authoritative 
nineteenth-century  religious  encyclopedia. 19 


18.  See  Dain,  Concepts  of  Insanity,  especially  pp.  183—193.  On  the  general 
problems  faced  by  Protestants  trying  to  reconcile  science  and  religion,  see  Theodore 
Dwight  Bozeman,  Protestants  in  an  Age  of  Science:  The  Baconian  Ideal  and  Antebel- 
lum American  Religious  Thought  (Chapel  Hill,  N.C.:  University  of  North  Carolina 
Press,  1977)  and  Herbert  Hovenkamp,  Science  and  Religion  in  America,  1800-1860 
(Philadelphia,  Pa.:  University  of  Pennsylvania  Press,  1978). 

19.  "Demoniacs,"  in  Philip  Schaff,  ed.,  A  Religious  Encyclopedia  or  Dictionary 
of  Biblical,  Historical,  Doctrinal,  and  Practical  Theology,  3rd  ed.,  rev.  and  enl.  (New 
York:  Funk  and  Wagnalls,  1891),  1:624-625.  This  essay  is  an  excellent  short  review 
of  the  varying  interpretations  suggested  for  the  demoniacs.  On  changing  concepts 
of  Satan,  see  Jeffrey  Burton  Russell,  Mephistopheles:  The  Devil  in  the  Modern  World 
(Ithaca,  N.Y.:  Cornell  University  Press,  1986). 


372 


Nancy  Tomes 


But  evangelicals  still  faced  a  serious  problem  in  differentiating 
"normal"  religious  anxiety  from  the  depression  produced  by  physi- 
cal disease.  During  the  conversion  process,  they  believed  that  indi- 
viduals naturally  fell  prey  to  despair  and  depression,  but  once  saved, 
they  should  have  a  renewed  sense  of  trust  and  faith  in  God.  At  the 
same  time,  evangelicals  freely  admitted  that  Satan  loved  to  torment 
true  believers,  and  would  send  all  sorts  of  spiritual  troubles  their 
way.  As  the  great  revivalist  Charles  Grandison  Finney  said  of  the 
Devil,  "spiritual  Christians,  he  understands  very  well,  are  doing  him 
a  vast  injury,  and  therefore  he  sets  himself  against  them."  True 
Christians,  he  continued,  "often  have  terrible  conflicts,"  including 
"suggestions  to  do  deeds  of  wickedness,  to  destroy  their  own  lives, 
and  the  like."  So  distinguishing  between  the  spiritual  and  the  natural 
sources  of  religious  melancholy  was  bound  to  be  difficult.20 

Similarly,  religious  melancholy  tested  views  of  the  possibilities 
of  regeneration  and  salvation.  By  the  mid-nineteenth  century,  even 
the  most  conservative  Calvinists  had  moved  away  from  the  stern 
predestinarian  theology  embodied  in  the  Westminster  Confession. 
The  New  Side  Presbyterians  embraced  a  "limited  universalism,"  as 
one  New  York  theologian  expressed  it,  "that  God  sincerely  intends 
to  save  all  men  .  .  .  and  that  the  difference  is  not  in  the  intention  and 
offer  on  the  part  of  God,  but  in  the  acceptance  and  appropriation  on 
the  part  of  men."  In  other  words,  if  sinners  were  not  saved,  it  was 
their  own  doing  in  turning  away  from  God's  offer  of  grace.  If 
salvation  was  a  voluntary  act  of  the  will,  a  failure  to  experience 
regeneration  represented  a  defect  of  the  will.  But  that  left  open  the 
difficult  determination:  was  that  failure  to  experience  grace  the 
result  of  the  basic  depravity  of  human  nature,  or  the  workings  of 
a  disease  process?21 

Anatomy  of  a  Religious  Melancholy 

Eliza  Butler's  depression  presented  precisely  these  sorts  of  troubling 
questions  to  herself,  her  family,  and  her  minister.  She  had  all  the 
outward  signs  of  conviction;  she  had  been  raised  in  a  very  pious 
home,  she  had  declared  herself  to  be  a  disciple  of  Christ,  and  she 


20.  Charles  Grandison  Finney,  Lectures  on  Revivals  of  Religion,  ed.  by  William 
G.  McLoughlin  (Cambridge,  Mass.:  The  Belknap  Press  of  the  Harvard  University 
Press,  1960),  p.  118.  See  also  Dain,  Concepts  of  Insanity,  pp.  187-191. 

21.  Philip  Schaff,  The  Creeds  of  Christendom,  with  a  History  and  Critical 
Notes,  4th  ed.,  rev.  and  enl.,  3  vols.  (New  York:  Harper  and  Brothers,  1877),  1:770. 
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devoted  herself  to  good  deeds.  By  the  standards  of  her  day,  she  had 
every  reason  to  believe  herself  one  of  the  elect.  Therefore  when  she 
became  depressed,  she  almost  had  no  choice  but  to  interpret  her 
feelings  as  a  sign  of  God's  abandonment,  and  to  despair  of  her  own 
salvation.  "Curing"  Eliza  involved  giving  her  a  different  view  of  her 
depression,  one  that  made  spiritual  as  well  as  scientific  sense  to  her. 
Understanding  the  spiritual  drama  evoked  by  her  illness  provides  a 
window  into  the  multiple  meanings  that  pious  individuals  ascribed 
to  their  emotional  lives  in  the  mid-nineteenth  century. 

The  outlines  of  Eliza  Butler's  religious  beliefs,  and  perhaps  her 
depression  as  well,  can  be  traced  back  to  her  childhood.  Eliza  was 
born  on  11  November  1835,  the  eighth  of  nine  children  (seven  of 
whom  survived  to  adulthood)  born  to  Benjamin  Franklin  and  Har- 
riet Allen  Butler.  Benjamin  Franklin  Butler  was  a  prominent  New 
York  lawyer  and  a  political  ally  of  Martin  Van  Buren.  Eliza's  early 
years  were  spent  in  Washington,  D.C.,  where  her  father  served  as 
Attorney  General  for  U.S.  Presidents  Andrew  Jackson  and  Martin 
Van  Buren.  When  Butler  returned  to  private  law  practice  in  1838, 
his  family  moved  back  to  New  York  City,  where  Eliza  and  her 
siblings  enjoyed  all  the  cultural  advantages  of  an  upper  middle-class 
family  with  extensive  political  and  social  connections.22 

Eliza's  parents  embodied  the  kind  of  virtues  that  evangelical 
writers  called  for  in  the  childrearing  literature  of  the  day.  A  contem- 
porary of  Benjamin  Franklin  Butler's  described  him  as  "a  model  of 
a  correct,  highminded  and  amiable  gentleman,  pure  in  his  morals 
and  lofty  in  his  devotion  and  piety."  But  during  his  long  absences 
from  home  on  political  business,  it  was  Harriet  Allen  Butler  who 
superintended  the  religious  training  of  the  Butler  children,  whom 
she  once  described  as  "six  immortal  souls  that  need  salvation."23 


22.  For  background  on  Benjamin  Franklin  Butler's  career,  see  Allen  Johnson, 
ed.,  Dictionary  of  American  Biography,  20  vols.  (New  York:  Charles  Scribner's 
Sons,  1929),  3:356-357.  The  names  and  birthdates  of  the  nine  Butler  children  are 
given  in  William  A.  Butler  and  Willard  P.  Butler,  Book  of  the  Family  and  Lineal 
Descendants  of  Medad  Butler  (New  York:  privately  printed,  1915),  p.  8.  My  charac- 
terizations of  the  Butler  family  in  this  paragraph  and  those  that  follow  are  based  on 
the  large  correspondence  collections  at  the  Firestone  Library  and  the  Columbia 
County  Historical  Society.  For  an  interesting  discussion  of  religion  and  childrearing, 
see  Philip  Greven,  The  Protestant  Temperament:  Patterns  of  Child-Rearing,  Reli- 
gious Experience,  and  the  Self  in  Early  America  (New  York:  Alfred  A.  Knopf,  1977), 
especially  pp.  21-148. 

23.  Henry  Van  der  Lyn  to  Mary  (no  last  name  given),  19  January  1837,  Van 
der  Lyn  Papers,  New  York  Historical  Society,  New  York,  New  York;  Harriet  Allen 
Butler  to  William  Allen  Butler,  (no  month  or  day  given)  1832,  FL.  Lydia,  Eliza's 
younger  sister,  was  not  yet  born,  which  is  why  Harriet  has  only  six  souls,  not  seven, 
in  her  care. 
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The  Butler  family's  correspondence  gives  a  revealing  glimpse 
of  evangelical  childrearing  in  the  1830s  and  1840s.  Writing  to  her 
son  William  Allen  Butler  in  1832,  Harriet  Butler  explained  the 
essentials  of  Christian  life,  as  she  understood  them:  "Prayer,  dear 
Willy,  is  the  only  safe  guard  against  temptation.  Pray  to  God  and 
he  will  bless  you.  Read  the  Bible  —  and  believe  that  the  Savior  waits 
to  be  gracious."  A  few  months  after  Eliza's  birth,  in  the  winter  of 
1836,  she  articulated  her  high  spiritual  hopes  for  her  children:  "My 
dear  William,  you  cannot  tell  how  deeply  concerned  we  are  to  have 
you  grow  up  in  the  fear  and  love  of  God.  There  is  no  safety  for  any 
of  us  if  we  have  not  his  fear  before  our  eyes  and  his  love  in  our 
hearts  ...  .Is  it  not  a  solemn  thought  that  the  hearts  of  all  of  us  are 
open  to  the  scrutinizing  glance  of  God[?]  How  much  in  the  very 
best  of  persons  must  he  see  to  abhor."24 

Harriet  Allen  Butler  was  a  hard  spiritual  taskmaster  who  em- 
phasized that  good  deeds  alone  did  not  ensure  salvation.  Even  as  a 
young  child,  Eliza's  budding  piety  was  suspect.  In  another  letter  to 
her  son  William,  Harriet  Butler  remarked  that  three-year-old  Eliza 
had  attended  church  for  the  first  time  since  her  christening,  "and 
has  boasted  a  good  deal  since  she  came  home  of  her  good  behavior. 
She  is  a  good  deal  of  a  Pharisee,"  referring  to  the  outwardly  pious 
but  inwardly  unregenerate  Jewish  sect  that  Jesus  so  abhorred.  The 
little  "Pharisee"  grew  up  to  be  a  polite,  somewhat  timid  child  who 
did  well  at  the  various  private  schools  chosen  by  her  parents.25 

In  1853,  Harriet  Allen  Butler  died,  and  as  the  oldest  unmarried 
daughter,  Eliza  took  charge  of  her  widowed  father's  household.  In 
addition  to  caring  for  her  elderly  father,  Eliza  played  the  role  of 
"maiden  aunt"  with  her  nieces  and  nephews,  attended  the  Mercer 
Street  Presbyterian  Church  regularly,  and  taught  Sunday  school  at 
the  Juvenile  Asylum.  In  her  spare  time,  she  studied  German  and 
attended  improving  lectures."6 

Despite  this  exemplary  life  —  or  perhaps  because  of  it  —  Eliza 
Butler  became  depressed  and  began  to  contemplate  suicide.  Her 
diaries  and  commonplace  books  for  1856  and  1857  give  some 

24.  Harriet  Allen  Butler  to  William  Allen  Butler,  (no  month  or  day  given)  1832, 
20  January  1836,  and  6  February  1836,  FL. 

25.  Harriet  Allen  Butler  to  William  Allen  Butler,  2  December  1838,  FL.  For 
other  descriptions  of  the  young  Eliza,  see  Margaret  Butler  to  Lydia  Chamberlain, 
20  December  1836,  and  Mary  H.  Butler  to  Lydia  Chamberlain,  1  December  1843, 
FL. 

26.  For  an  account  of  Eliza's  life  at  the  time  of  her  suicide  attempt,  see  Benjamin 
Franklin  Butler  Sr.  to  TSK,  29  June  1858,  General  Correspondence,  IPH. 
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insight  into  her  state  of  mind  in  the  year  prior  to  her  suicide  attempt. 
The  short  summaries  of  the  sermons  she  recorded  every  week  con- 
tained references  to  the  "warfare  between  sin  and  holiness"  that 
raged  within  the  believer's  soul:  "Every  man  has  in  him  an  unknown 
quantity  for  good  or  for  evil.  It  requires  religion  to  unfold  to  man  the 
greatness  of  his  nature."  In  her  own  life,  the  dictates  of  righteousness 
were  set  out  quite  simply,  yet  were  difficult  to  achieve.  Her  diary 
for  1857  included  a  list  of  resolutions:  "Avoid  cross  fits.  Preserve 
strict  politeness  toward  your  own  family.  Be  kindly,  polite  to  all.  Be 
very  careful  in  what  you  say.  Above  all  avoid  gossip,  slander,  and 
talking  of  self  and  family.  Clear  up  as  you  go  along.  Some  sewing 
or  reading  every  day.  Be  very  careful  in  treatment  of  gentleman 
acquaintances.  Remember  your  profession  [presumably  of  faith]. 
Set  a  good  example  to  your  darling  L.  [her  younger  sister,  Lydia.]"2 

In  the  fall  of  1857,  Eliza's  diary  entries  became  increasingly 
somber.  In  the  midst  of  recording  the  weather  and  chronicling 
household  chores,  she  commented  on  her  growing  feelings  of  de- 
spair. On  24  October,  during  repairs  to  the  Butler  house,  she  wrote, 
"Found  myself  by  this  time  in  a  very  desponding  mood  as  to  House 
affairs,  which  are  certainly  unpromising."  She  noted  feeling  tired 
and  very  "doleful."  "Busied  about  and  came  to  the  conclusion  there 
never  was  a  more  careless  or  inefficient  would  be  housekeeper  than 
I."  She  referred  to  herself  as  being  "in  a  very  wicked  state  of  mind" 
before  the  entries  stopped  completely  in  November.28 

Given  her  perfectionist  standards  when  it  came  to  housework 
or  cross  words,  it  is  not  at  all  surprising  that  Eliza  failed  to  meet 
her  high  expectations  for  herself.  It  also  makes  sense,  given  her 
religious  beliefs,  that  she  equated  her  inadequacies,  and  her  despair 
over  them,  with  a  sense  of  spiritual  failure.  She  began  to  doubt  her 
own  salvation,  because  if  she  were  truly  saved,  she  would  not  be  so 
despairing.  In  other  words,  Eliza  concluded  that  her  depression  was 
a  sign  of  her  damnation:  she  was  not  saved  after  all,  but  was  being 
punished  by  God  for  her  sins. 

In  responding  to  Eliza's  depression,  her  family  not  only  asked 
the  help  of  their  personal  physician,  but  also  sought  "judicious  and 
kindly  religious  counsel"  —  in  modern  parlance,  pastoral  counsel- 
ing —  from  their  minister,  George  L.  Prentiss.  Prentiss  was  a  promi- 


27.  EOB  Diaries,  Commonplace  Book  1856—1857,  entries  for  6  October  and 
19  October  1856,  and  vol.  5,  1857,  opposite  first  entry  for  January  1857,  AI. 

28.  EOB  Diaries,  vol.  5,  1857,  AI. 
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nent  leader  of  the  New  York  "New  Side"  Presbyterians,  and  later 
taught  at  Union  Theological  Seminary.29  For  years,  Eliza  devotedly 
attended  his  services  at  the  Mercer  Street  Church.  Two  letters  that 
Prentiss  wrote  to  Eliza  during  her  spiritual  crisis  give  an  invaluable 
insight  into  how  the  clergy  in  this  period  were  trying  to  reconcile 
spiritual  and  physical  explanations  for  depression. 

Prentiss  wrote  the  first  letter  to  Eliza  a  few  weeks  before  she 
was  hospitalized.  The  minister  had  been  alerted  to  Eliza's  despond- 
ing state  of  mind,  and  had  come  to  see  her.  She  was  out  when  he 
called,  so  he  wrote  to  her  this  letter. 

I  called  at  your  Brother's  on  Saturday  and  was  very  sorry  to 
learn  from  Lydia  that  you  had  of  late  been  rather  unhappy 
and  depressed  in  your  religious  feelings.  I  trust  however  it  will 
prove  only  a  temporary  trouble.  I  am  sure  that  your  heart  is 
set  upon  following  Christ  and  I  cannot  doubt  that  His  Spirit 
has  long  been  leading  you  and  is  leading  you  still.  Do  not 
distrust  Him;  do  not  think  He  is  going  to  forsake  you,  or  that 
His  love  to  you  changes  with  your  changing  moods.  No,  no: 
that  is  infinitely  far  from  the  truth.  Do  not  think  either  that 
because  you  are  not  yet  perfect,  because  you  find  a  great  deal 
of  evil  still  clinging  to  your  heart,  therefore  you  have  perhaps 
been  deceiving  yourself  and  ought  not  to  be  numbered  among 
the  disciples  of  Jesus.  I  dare  say  that  Satan  will  try  to  make 
you  feel  so.  But  I  hope  you  will  not  yield  to  him  for  a  moment. 
May  not  your  depression  have  sprung  in  part  out  of  physical 
causes?  It  is  wonderful  how  the  soul  sympathizes  with  the 
body.  If  I  yielded  to  my  feelings  when  exhausted  and  careworn, 
I  should  often  be  in  depression.  Pardon  me  for  troubling  you 
with  this  hasty  note.  But  I  could  not  bear  to  have  you  "into 
bitter  things"  against  yourself  without  a  word  of  good  cheer. 
Let  us  hold  fast  to  Christ  and  never  for  an  instant  forget  that 
at  last  and  of  the  best  we  are  poor  sinners  and  must  be  saved 
by  pure  grace  alone.  That  is  our  rock  of  comfort  and  there  is 
none  other. 30 

In  this  fashion,  Prentiss  tried  to  persuade  Eliza  to  relinquish  the 
belief  that  her  depression  was  a  sign  of  God's  abandonment.  He 
reassured  her  that  her  overt  commitment  to  Christ  guaranteed  her 


29.  For  background  information  on  George  L.  Prentiss,  see  Robert  T.  Handy, 
A  History  of  Union  Theological  Seminary  in  New  York  (New  York:  Columbia 
University  Press,  1987),  pp.  31  and  52.  Prentiss  and  his  wife  visited  the  Pennsylvania 
Hospital  for  the  Insane  regularly  after  Eliza's  marriage. 

30.  George  Prentiss  to  EOB,  14  December  1857,  CCHS. 
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salvation,  and  that  the  state  of  her  feelings  did  not  mirror  the  state 
of  her  soul.  He  attributed  her  religious  doubt  and  depression  to 
Satan's  influence,  and  then  offered  an  alternative  medical  reading 
of  her  distress.  His  spiritual  "diagnosis"  of  Eliza's  situation  did  not 
exclude  a  physical  or  medical  explanation,  but  rather  supplemented 
it. 

Cure  and  Conversion 

Unfortunately,  Eliza  Butler  was  not  convinced  by  her  pastor's  argu- 
ments, and  soon  afterwards  tried  to  kill  herself,  apparently  so  con- 
vinced of  her  damnation  that  she  no  longer  wished  to  live.  It  is 
important  to  emphasize  that  it  was  Eliza's  suicide  attempt,  rather 
than  her  religious  melancholy,  that  landed  her  in  the  mental  hospi- 
tal. Unsettling  or  even  heretical  religious  beliefs  were  not  in  and  of 
themselves  sufficient  to  prompt  the  diagnosis  of  mental  illness;  those 
beliefs  had  to  be  accompanied  with  other  symptoms  of  intellectual 
derangement.  Demonstrating  a  desire  to  harm  oneself,  either  di- 
rectly by  suicide  or  indirectly  by  refusing  to  eat  or  sleep,  was  one 
such  symptom  likely  to  merit  hospitalization.31 

During  her  first  months  in  the  mental  hospital,  Eliza  continued 
to  be  a  "victim  of  the  great  delusion,"  as  her  father  referred  to  her 
"terrible  monomania"  about  being  a  sinner  who  deserved  to  die. 
But  sometime  during  her  stay  at  the  Pennsylvania  Hospital  for  the 
Insane,  she  abandoned  this  way  of  thinking  about  her  depression. 
Unfortunately,  Eliza  Butler  wrote  no  lengthy  account  of  the  spiritual 
transformation  she  experienced  in  the  asylum,  but  it  is  evident  from 
the  scattered  references  in  her  writings  that  Thomas  Story  Kirkbride 
played  a  key  role  in  convincing  her  that  her  depression  was  a  sign 
of  mental  disease  and  not  damnation.32  Writing  to  Dorothea  Dix 
many  years  later,  Eliza  described  Kirkbride's  custom  of  "sitting 
down  by  the  patients  and  talking  to  them  in  the  calm  way,  which  I 
know  from  my  personal  experience,  carries  help  and  light  to  help- 


31.  See  Ronald  L.  Numbers  and  Janet  S.  Numbers,  "Millerism  and  Madness: 
A  Study  of  'Religious  Insanity'  in  Nineteenth-Century  America,"  Bulletin  of  the 
Menninger  Clinic,  1985,  49:289—320.  On  mid-nineteenth-century  definitions  of 
insanity  and  the  grounds  for  commitment,  see  Tomes,  A  Generous  Confidence,  pp. 
92-103  and  108-113. 

32.  Benjamin  Franklin  Butler  Sr.  to  TSK,  17  March  and  24  May  1858,  General 
Correspondence,  IPH. 
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less,  clouded  minds."  In  another  passage,  she  emphasized  the  spiri- 
tual dimension  of  his  healing  power. 

One  was  always  conscious  .  .  .  that  beyond  everything  pro- 
vided for  the  treatment  of  the  patients  there  was  something 
resident  in  the  Superintendent  and  Physician-in-chief  that  was 
more  curative  than  all  besides.  How  often  one  saw  the  direct 
effect  of  his  presence,  of  his  conversation,  of  that  soul  atmo- 
sphere which,  when  permeated  by  .  .  .  mental  soundness  ...  is 
the  most  healing  agency  on  earth.33 

Letters  that  Eliza  exchanged  with  some  fellow  women  patients  sug- 
gest the  shared  religious  framework  they  used  to  make  sense  of 
their  illness.  A  Quaker  woman  named  Mary  Gardiner,  who  became 
a  close  friend,  emphasized  the  role  of  illness  as  scourge:  "There  is 
nothing  methinks  better  calculated  to  bring  us  to  the  feet  of  the 
meek  and  lovely  Savior  than  the  heartfelt  sorrow,  the  deep  affliction 
which  has  been  permitted  to  come  upon  you  by  that  hand  which 
cannot  err,  who  wounds  to  heal  &C  kills  to  make  alive."  Another 
former  patient  confessed  to  Eliza,  "I  did  fear  that  after  having  once 
been  at  the  Hospital,  a  shadow  would  be  cast  upon  my  pathway, 
but  it  was  not  so."  God  had  directed  her  to  a  fine  institution  overseen 
by  a  kind  doctor  who  "did  indeed  seem  like  a  Father."  (Note  how 
she  capitalized  Father,  emphasizing  the  link  to  God  the  Father.) 
Since  her  return,  she  assured  Eliza,  "God  has  indeed  blessed  me  by 
keeping  those  troubled  thoughts  away,  and  I  feel  as  happy  as  ever 
in  all  pertaining  to  religion."  Although  for  a  time,  God  had  "ap- 
peared to  us  so  far  away,  we  know  that  he  was  very  near.  Light  has 
returned  to  our  souls  and  we  are  blessed  with  his  favor."34 

After  Eliza  was  pronounced  cured  and  left  the  asylum  in  August 
1858,  she  wrote  to  her  pastor  about  her  new  state  of  heart.  Her 
letter  was  not  preserved  among  her  papers,  but  Prentiss's  response 
gives  some  idea  of  how  she  described  her  new  state  of  mind.  He 
expressed  his  joy  over  "the  assurance  by  your  own  hand,  that  the 
Lord  had  at  length  led  you  forth  into  the  light  and  joy  of  his 
salvation  .  .  .  ."  He  continued, 

It  is  certainly  possible,  as  you  seem  to  think,  that  before  you 
were  so  sharply  afflicted  you  were  not  a  Child  of  God;  but  I 


33.  EBK  to  Dorothea  Dix,  31  January  1882,  General  Correspondence,  IPH; 
"Address  by  Mrs.  Thomas  Story  Kirkbride,"  p.  393. 

34.  Mary  Gardiner  to  EOB,  25  August  1859,  CCHS;  (illegible  name)  to  EOB, 
20  August  1861,  CCHS. 
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incline  to  a  different  opinion  —  "For  whom  the  Lord  loveth 
He  chasteneth,  and  scourgest  every  son  whom  He  receiveth." 
Perhaps  if  you  had  not  already  been  Christ's,  He  would  not 
have  taken  such  astonishing  pains  to  sanctify  and  prepare  you 
for  Himself.  But  whether  your  present  state  of  Christian  hope 
and  peace  spring  entirely  out  of  your  great  sorrow  and  trials, 
or  was  only  perfected  by  them,  it  matters  not  —  the  bright  and 
vital  point  is  that  it  has  pleased  God  to  bring  you  into  this 
happy  state  —  May  His  Holy  Spirit  keep  and  establish  you  in 
it  more  and  more,  until  the  day  of  the  Lord  Jesus!35 

Eliza  clearly  had  found  a  more  satisfying  interpretation  of  her  de- 
pression: that  it  was  part  of  a  lengthy  conversion  process  that  led 
to  her  "sanctification,"  an  evangelical  term  referring  to  the  higher 
moral  existence  that  the  truly  saved  could  enjoy  even  in  this  life. 
But  sanctification  did  not  guarantee  spiritual  peace  of  mind.  As 
one  of  Eliza's  favorite  authors,  the  fourteenth-century  Dutch  divine 
Thomas  a  Kempis,  wrote,  "So  long  as  we  live  in  this  world  we 
cannot  be  without  tribulation  and  temptation."  The  true  believer 
had  to  be  ever  watchful  "lest  the  Devil  find  an  advantage  to  deceive 
him;  for  he  never  sleepeth  but  goeth  about,  seeking  whom  he  may 
devour."  To  guarantee  her  continued  spiritual  safety,  then,  Eliza  had 
to  wage  a  constant  war  against  her  own  tendencies  to  depression.36 


Religious  Self-Help  Measures 

Eliza's  writings  in  the  years  after  her  hospitalization  confirm  that 
her  conversion  experience  did  not  end  her  struggle  with  depression. 
In  order  to  stay  well,  she  had  to  develop  a  variety  of  self-help 
measures  to  combat  what  she  called  her  "unstable  mind."  She  be- 
came a  devoted  hydropath,  and  followed  a  regular  schedule  of 
baths  designed  to  relieve  her  from  what  she  referred  to  as  her 
"nervousness."  Eliza's  water  cure  rituals  indicate  her  acceptance 


35.  George  Prentiss  to  EOB,  22  September  1858,  CCHS. 

36.  Thomas  a  Kempis,  Of  the  Imitation  of  Christ:  Four  Books  (New  York: 
Home  Book  Company,  1880),  p.  14.  I  have  cited  a  nineteenth-century  edition  of 
this  classic  to  get  a  better  flavor  of  what  exactly  Eliza  would  have  read.  No  translator 
is  listed  on  the  title  page.  Thomas  Story  Kirkbride  apparentlv  gave  Eliza  a  copy  of 
this  book  as  a  gift.  See  EOB  to  Lydia  Butler,  19  October  I860,  CCHS. 
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that  her  mental  distress  had  some  physical  basis  and  that  she  needed 
to  care  for  her  body  in  order  to  relieve  her  mind. 37 

But  Eliza's  chief  recourse  against  her  recurrent  feelings  of  de- 
pression involved  religious  exercises  such  as  prayer,  scripture  read- 
ing, and  confessional  writing.  She  valued  prayer  as  a  way  of 
invoking  God's  protection  through  the  agency  of  the  Holy  Spirit  or 
"Comforter,"  as  she  often  called  it.  A  prayer  she  either  composed 
or  copied  in  her  journal  captures  this  strategy:  "Spirit  of  God  move 
thou  over  our  souls,  and  dispel  the  darkness  that  rests  upon  them 
....  Blessed  Jesus,  oh  that  I  might  feel  the  Spirit  of  God  shedding 
peace  and  love  upon  my  soul.  Spirit  of  God  cast  out  the  devils  in 
my  heart."  In  another  passage,  she  copied  a  quote  referring  to 
Satan's  craftiness  in  leading  the  devout  away  from  regular  prayer, 
because  "he  knows  that  we  should  soon  become  too  strong  for  him" 

i  38 

by  its  practice. 

Scripture  reading  and  journal  writing  were  related  strategies  in 
Eliza's  healing  regimen.  She  studied  her  Bible  faithfully,  focusing 
particularly  on  passages  that  underlined  the  Holy  Spirit's  promise 
of  comfort  and  protection  against  Satan.  She  kept  lists  of  favorite 
scripture  passages  in  her  commonplace  books,  perhaps  to  have  at 
hand  in  a  spiritual  emergency.  In  addition,  Eliza  used  her  journals 
to  confess  and  ask  forgiveness  for  her  sins.  In  a  typical  entry,  she 
wrote  in  1862: 

I  have  again  to  repent  a  wicked  nervousness,  and  great  distress 
to  Lydia  thereby.  I  must  strive,  God  helping  me,  to  restrain  my 
evil  temper  ....  God  grant  I  may  not  injure  her  health  by  a 
wicked  yielding  to  my  easily  disturbed  temper. 39 

Eliza's  journals  allow  a  revealing  glimpse  of  how  a  pious  woman 
defined  good  and  bad  emotions  and  actions  during  her  daily  round. 
Anxious  or  desponding  thoughts  became  signs  of  Satan's  tempta- 
tion: one  of  her  sermon  extracts  warned  of  the  dangers  of  "not 
distinguishing  between  God's  spirit  and  Satan's  suggestions  ...  of 
admitting  desponding  thoughts,  [which]  are  also  of  Satan."  In  an- 


37.  On  EOB  and  her  water  cure  beliefs,  see  especially  Lydia  Butler  to  EOB, 
(undated),  CCHS;  later  volumes  of  her  diaries  mention  her  daily  bathing  routines. 
For  a  general  account  of  hydropathy,  see  Susan  E.  Cayleff,  Wash  and  Be  Healed: 
The  Water-Cure  Movement  and  Women's  Health  (Philadelphia,  Pa.:  Temple  Univer- 
sity Press,  1987). 

38.  EBK  Diaries,  vol.  85,  Commonplace  Book  1869-1871  and  vol.  82,  Com- 
monplace Book  1864-1865,  AI. 

39.  EOB  Diary  1862-1863,  TUA. 
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other  extract,  she  declared,  "Anxiety  of  mind  is  the  worst  of  all 
evils  except  sin!  God  does  so  like  us  to  be  always  contented."40 

At  the  same  time,  Eliza's  writings  suggest  that  the  demands  of 
sanctification  made  such  freedom  from  anxiety  very  hard  to  find. 
In  one  passage,  Eliza  recorded,  "Christian  perfection  in  outward 
conduct  consists,  not  in  extra  ordinary  things,  but  in  doing  common 
things  extraordinarily  well.  Neglect  nothing!  The  most  trivial  action 
may  be  performed  to  ourselves  or  performed  to  God."  Within  her 
system  of  spiritual  accounting,  then,  mistakes  such  as  a  word  crossly 
spoken  or  a  housekeeping  task  done  poorly  took  on  enormous  and 
troubling  significance.  As  she  wrote  in  one  sermon  extract,  "Satan 
enters  by  the  gate  of  one  small  sin."41 

Eliza's  confessional  passages  underline  the  hard  contours  of 
the  religious  landscape  she  inhabited.  There  is  a  heart-wrenching 
quality  to  the  "sins"  she  confessed:  a  cross  word,  a  desponding 
thought,  even  a  spoiled  sponge  cake.  She  was  constantly  on  guard 
against  the  evils  of  self-love  and  pride,  a  stance  that  must  have  made 
it  very  hard  to  feel  any  sense  of  accomplishment  at  a  job  well  done. 
Conducting  human  relationships  was  also  a  very  difficult  business 
for  the  sanctified;  Eliza  often  confessed  to  speaking  harshly  to  her 
family  or  her  servants. 

No  doubt  Eliza  Butler's  bouts  with  depression  magnified  her 
spiritual  struggles,  and  the  intensity  and  duration  of  her  depression 
were  out  of  the  ordinary,  as  attested  by  her  suicide  attempt.  But  in 
other  respects,  Eliza's  mode  of  thinking  about  herself  and  her  feel- 
ings was  not  pathological.  The  kind  of  self-scrutiny  she  practiced, 
holding  up  her  emotions  and  behaviors  to  a  Christian  ideal,  was 
common  to  many  pious  women  and  men  in  her  generation.  While 
few  believers  experienced  the  depth  of  despair  she  felt,  they  could 
identify  with  her  spiritual  accounting  system. 

A  letter  to  Eliza  from  a  young  woman  named  Carrie  Bush, 
whom  she  had  taught  as  a  Sunday  School  scholar,  suggests  this 
continuity  of  experience  and  expression.  Bush  was  not  a  former 
mental  patient,  like  some  of  Eliza's  other  correspondents,  but  rather 
a  healthy  individual  who  was  experiencing  normal  religious  doubts 
and  anxiety.  She  wrote  to  Eliza, 


40.  EBK  Diaries,  vol.  82,  Commonplace  Book  1864-1865,  AI. 

41.  EBK  Diaries,  vol.  82,  Commonplace  Book  1864-1865,  AI;  EOB  Diaries, 
vol.  78,  Commonplace  Book  Begun  8  March  1859,  entry  for  3  April  1859,  AI. 
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I  used  to  think  that  it  was  strange  for  a  Christian  ever  to  doubt 
whether  he  was  one  or  not;  or  to  feel  as  though  he  might,  at 
last,  be  lost.  But  now  I  see  why.  For,  as  you  say,  we  have  a 
constant  battle  to  fight,  and  I  often  think,  "what  if  I  should 
be  conquered."  What  if  at  last,  instead  of  the  bright  crown, 
the  harp,  the  wings,  the  everlasting  song,  the  precious  Savior 
and  the  dear  words  of  approbation,  "well  done!"  there  should 
be  anguish,  remorse,  and  darkness  ever  more  for  me.  These 
are  terrible  thoughts,  no  doubt  suggested  by  the  tempter.  The 
only  remedy  you  will  say  is  to  go  to  Jesus  for  protection  —  to 
be  sheltered  in  his  everlasting  arms.  And  so  I  try  to  do.  Only 
His  love  and  mercy  I  feel  can  save  me  for  I  am  so  utterly  sinful. 
How  mysterious  are  all  these  restless  doubts  and  fears,  these 
eager,  impatient  moments  of  happiness,  and  joy.  Truly  we  can- 
not tell  "whence  they  come  nor  whither  they  go."  .  .  .  You  see 
I  have  taken  you  at  your  word,  my  dear  sabbath  school  teacher 
.  .  .  and  still  tell  you  my  difficulties  and  trials.42 


An  Evangelical  Mission  in  the  Asylum 

Carrie  Bush's  devotion  to  her  Sunday  school  teacher  suggests  some 
of  the  reasons  that  Eliza  found  a  wider  audience  for  her  healing 
rituals.  Even  while  a  patient  in  the  asylum,  Eliza  seems  to  have 
impressed  Kirkbride  with  a  capacity  for  influencing  others.  Her 
"ministry"  at  the  Pennsylvania  Hospital  for  the  Insane  began  long 
before  they  were  married. 

In  the  years  immediately  after  her  hospitalization,  Eliza  Butler 
was  a  frequent  visitor  at  the  Pennsylvania  Hospital,  staying  weeks 
at  a  time  with  the  Kirkbride  family.  She  and  Kirkbride's  daughter 
Annie  were  very  close  friends.  From  her  letters  home  during  these 
visits,  it  is  evident  that  her  former  physician  encouraged  her  to  use 
her  influence  with  the  women  patients.  Eliza  willingly  did  so,  assur- 
ing Lydia  that  she  was  "happy  if  my  being  here  gives  any  pleasure 
to  the  good  man  to  whom  under  the  goodness  of  my  Heavenly 
Father,  I  owe  my  life  and  my  reason  —  happy  if  I  can  do  anything 
to  comfort  any  poor  suffering  creature  who  is  passing  through  those 
deep  waters  whose  bitterness  I  know  so  well."43 

One  of  Eliza's  first  projects  involved  preparing  a  selection  of 
Bible  verses  for  use  on  the  wards.  Recognizing  that  when  given  the 

42.  Carrie  Bush  to  EOB,  10  August  1864,  CCHS. 

43.  EOB  to  Lydia  Butler,  10  May  1861,  CCHS. 
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Bible,  patients  were  "only  too  apt  to  pick  out  most  inappropriate 
passages  for  their  peace  of  mind,"  Kirkbride  asked  her  to  "look  up 
'the  promises'  in  the  Bible"  and  prepare  a  little  volume  for  patients' 
use.  Kirkbride  may  also  have  seen  this  exercise  as  beneficial  for 
Eliza  herself,  to  keep  her  in  mind  of  the  scriptural  authority  for  her 
own  cure.  He  had  Eliza's  volume,  titled  "Comforting  Promises," 
printed  up  in  a  large  edition  at  his  own  expense.44 

Eliza  also  made  regular  visits  to  the  women's  wards  to  talk 
with  troubled  patients  and  accompanied  them  on  their  carriage 
rides  around  Fairmount  Park.  In  a  letter  to  Lydia,  she  described  one 
of  her  "delightful  chats"  with  an  elderly  lady  whose  insanity  seemed 
quite  fixed.  Eliza  recounted,  "I  said  something  about  Heaven  and 
one  looking  forward  to  that  —  and  then  asked  her  if  she  would 
exchange  her  hope  and  trust  in  Christ  for  the  lot  of  the  happiest 
one  out  of  him."  The  elderly  lady  shook  her  head,  and  said,  "God 
bless  you  and  grant  that  your  health  may  be  continued  and  that 
your  life  may  be  very  happy."  Eliza  concluded,  "Darling,  was  not 
it  a  sermon  —  in  that  little  glimpse  of  reason,  the  first  perhaps  for 
months,  there  shone  out  the  faith  which  stands  firm  though  reason 
is  completely  shattered."45 

Still,  at  this  point  in  her  life,  Eliza's  future  did  not  seem  to 
include  any  long  association  with  the  mental  hospital.  Both  Annie 
Kirkbride  and  her  sister  Lydia  briefly  hoped  that  Kirkbride's  assist- 
ant physician  at  the  women's  hospital,  Edward  Smith,  was  courting 
Eliza,  but  he  eventually  turned  his  attentions  elsewhere.  She  made 
light  of  the  "junior  doctor's"  attention,  so  it  is  difficult  to  tell  how 
much  this  rejection  disappointed  her.  In  her  late  twenties,  Eliza 
seemed  resigned  to  remaining  unmarried,  perhaps  because  of  her 
illness  or  her  desire  to  dedicate  her  life  to  God.46 

A  proposal  of  marriage  from  her  former  doctor  seems  to  have 
been  the  last  prospect  Eliza  Butler  expected.  Her  diary  entries  sug- 
gest that  she  was  thrown  into  confusion  when  Thomas  Story  Kirk- 
bride proposed  marriage  to  her  in  the  fall  of  1865.  She  pondered 
the  offer  for  several  months  before  agreeing  to  marry  him.  How 
Kirkbride  won  her  over  is  not  clear,  but  he  may  have  appealed  to 


44.  EBK  to  Mary  R.  Butler,  29  November  1915,  FL.  Samuel  Bettle  to  TSK,  15 
October  1861,  General  Correspondence,  IPH,  refers  to  the  title  of  Eliza's  volume  of 
Bible  verses. 

45.  EOB  to  Lydia  Butler,  13  May  1861,  CCHS. 

46.  For  the  story  of  Dr.  Smith,  see  EOB  to  Lydia  Butler,  13  May  1861  and 
undated  fragment,  probably  10  July  1862,  AI. 
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her  desire  to  have  a  wider  scope  for  her  influence  among  the  women 
patients  of  the  hospital.47 

Eliza's  diaries  also  suggest  that  she  had  some  difficulty  adjusting 
to  married  life,  perhaps  because  she  was  unprepared,  as  many 
women  of  her  generation  were,  for  the  physical  intimacies  involved. 
The  first  year  of  their  marriage  was  punctuated  by  entries  recording 
"low  spirits"  and  "fits  of  hysterics";  she  noted  one  day,  "I  am  very 
naughty  to  TSK."  But  once  her  first  child  was  born  in  1867,  she 
seems  to  have  been  very  happy  in  her  married  life.48 

From  the  beginning  of  her  marriage,  Eliza  was  deeply  involved 
in  her  husband's  work  and  hospital  life  generally.  In  addition  to 
raising  their  four  children,  she  helped  him  prepare  his  much-ad- 
mired Annual  Reports,  and  shared  in  his  professional  triumphs  and 
disappointments.  She  attended  the  women's  gymnastic  classes  and 
favored  her  husband  with  her  "peculiar  views"  about  the  hospital 
diet.  Perhaps  more  importantly,  with  his  blessing,  she  carried  on  a 
"shadow  ministry"  in  the  women's  wards,  conducting  weekly  ses- 
sions of  Bible  study  and  prayer.49 

In  her  work  with  the  women  patients,  Eliza  utilized  the  same 
tactics  of  prayer  and  scriptural  study  that  sustained  her  own  recov- 
ery. She  prepared  talks  based  on  her  favorite  Bible  passages  about 
faith  and  healing.  Significantly,  Eliza's  choice  of  scripture  focused 
on  Jesus's  healings  of  those  with  physical  diseases  or  defects,  rather 
than  his  dealings  with  the  demoniacs.  One  week,  for  example,  she 
used  a  passage  from  Mark,  recording  the  healing  of  a  leper  who 
knelt  before  Jesus,  begging,  "If  only  you  will,  you  can  cleanse  me." 
The  next  week,  she  followed  with  the  healing  of  a  paralytic  whose 
four  friends'  faith  touched  Jesus's  heart.  She  liked  also  to  talk  about 

47.  The  details  of  Kirkbride's  courtship  of  Eliza  are  in  EOB  Diaries,  vol.  12, 
1865,  AI.  Her  sister  Mary  wrote  her  brother  soon  after  their  father's  death  in  1858 
that  there  was  no  reason  that  Lydia  and  Lizzie  should  not  spend  their  income  "as 
there  is  no  use  in  saving  for  prospective  husbands."  Mary  Lord  to  William  Allen 
Butler,  (undated,  probably  1858),  CCHS.  Lydia  and  Eliza  both  married,  contrary  to 
her  expectations. 

48.  See  EBK  Diaries  vol.  13,  1866,  and  vol.  13,  1867,  AI.  The  note  about  her 
being  "naughty"  was  written  7  September  1866.  Her  first  child,  Franklin  Butler 
Kirkbride,  was  born  in  August  1867. 

49.  Eliza  refers  to  helping  her  husband  prepare  the  asylum's  annual  reports  in 
EBK  to  Board  of  Managers  of  the  Pennsylvania  Hospital,  31  December  1883, 
General  Correspondence,  IPH.  She  wrote  the  Annual  Report  for  1883  after  his 
death.  Her  diaries  for  the  late  1860s  and  1870s  record  her  regular  visits  to  the 
hospital  wards,  as  well  as  occasional  attendance  at  the  gymnastics  classes.  She  refers 
to  discussions  about  hydropathy  and  diet  reform  in  EBK  Diary,  vol.  13,  entries  for 
15  July  and  19  September  1866,  AI. 
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the  Apostles,  and  Jesus's  injunction  to  "Let  your  light  so  shine  etc.," 
as  she  wrote  in  one  entry.50 

Eliza's  journals  record  her  patient  attempts  to  reach  women 
patients  who  were  "low-spirited,"  as  she  herself  once  was.  She 
recorded  the  plaint  of  one  weary  lady  who  told  her,  "I  feel  like  a 
ruffle  that  has  been  out  in  the  rain,  and  lost  all  its  starch."  Some  of 
the  patients  were  moved  by  her  spiritual  ministrations,  others  were 
not.  One  woman  wrote  to  her  after  leaving  the  asylum  asking  that 
her  sister,  who  was  now  a  patient,  be  included  in  the  class,  "as  I 
used  to  enjoy  your  explanations  so  much."  But  her  missions  of 
mercy  did  not  always  go  well.  During  one  of  her  discussions  about 
the  Apostles,  a  patient  became  "distressed  about  a  remark  of  mine 
and  I  was  greatly  distressed."  In  this  regard,  Eliza  had  the  same 
experience  as  her  husband,  who  also  met  with  varied  responses  to 
his  therapeutic  sallies  into  the  wards.51 

Conclusion 

But  where  does  Eliza's  story  fit  into  the  larger  history  of  the  Institute 
of  the  Pennsylvania  Hospital  and  American  psychiatry  in  general? 
Historians  have  long  noted  the  close  association  between  the  Society 
of  Friends  and  early  asylum  reform.  But  they  have  tended  to  assume 
that  by  the  1830s,  the  religious  substrate  of  asylum  practice  had 
disappeared.  Perhaps  because  of  the  need  to  establish  psychiatry  as 
a  scientific  discipline  in  the  nineteenth  century,  and  to  break  the 
association  between  sin  and  insanity,  Kirkbride  and  his  fellow  psy- 
chiatrists seemed  deliberately  to  downplay  the  spiritual  dimensions 
of  their  work.  This  public  stance  does  not  mean  those  aspects  were 
absent;  for  example,  Kirkbride,  who  was  himself  a  Quaker,  carried 
a  pocket  Bible  on  his  ward  visits  and  referred  to  his  Sunday  rounds 
with  his  patients  as  going  to  his  "meeting,"  the  Friends'  term  for 
their  worship  service.52  But  in  his  professional  writings,  Kirkbride 
rarely  mentioned  the  spiritual  aspects  of  his  clinical  practice.  Pub- 
licly, at  least,  he  kept  his  distance  from  religious  interpretations  of 
mental  illness. 

50.  EBK  Diaries,  vol.  86,  Commonplace  Book  1871,  AI. 

51.  EBK  Diaries,  vol.  86,  entry  for  6  March  1871,  AI;  MGV  to  EBK,  7  April 
1874,  Patient  Correspondence,  IPH;  EBK  Diaries,  vol.  86,  entry  for  12  March  1871, 
AI. 

52.  Tomes,  A  Generous  Confidence,  p.  222.  Dr.  Layton  MacCurdy,  a  former 
director  of  the  Institute  of  the  Pennsylvania  Hospital,  owns  the  small  pocket  Bible 
that  Kirkbride  is  supposed  to  have  carried  on  the  wards. 
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It  is  all  the  more  significant,  then,  that  he  encouraged  his  second 
wife  to  carry  on  an  evangelical  "ministry"  of  her  own  among  the 
women  patients.  The  healing  work  of  the  asylum  reflected  a  gen- 
dered division  of  labor,  common  to  other  aspects  of  mid-nineteenth- 
century  society.  Within  the  hospital,  male  physicians  took  care  of 
the  medical,  physical  aspects  of  care,  while  female  "companions" 
focused  on  the  spiritual  needs  of  women  patients,  just  as  their 
female  counterparts  did  in  church  work  outside  its  walls. 

As  psychiatry  struggled  to  gain  greater  scientific  respectability 
and  American  society  as  a  whole  became  more  secular  in  the  late 
nineteenth  century,  this  religious  underground  appears  to  have  dis- 
appeared, to  be  replaced  by  a  new  language  of  psychological  re- 
demption. The  "official"  separation  between  psychiatry  and  religion 
became  more  firmly  fixed.  Yet  some  of  the  themes  that  appear  in 
Eliza's  story  are  still  very  much  with  us.  The  equation  between 
sin  and  mental  illness  still  lingers  beneath  the  more  sophisticated 
consciousness  of  many  seemingly  secular  people  (note  the  surpris- 
ingly large  number  of  Protestants  reported  in  the  latest  poll  of 
Americans'  religious  beliefs);  and  religious  people  who  suffer  from 
mental  illnesses  and  other  tribulations  still  seek  to  find  spiritual 
explanations  for  their  afflictions.  The  popularity  of  books  such  as 
Scott  Peck's  The  Road  Less  Traveled  and  Harold  Kushner's  When 
Bad  Things  Happen  to  Good  People,  both  of  them  long-time  resi- 
dents on  the  best  seller  list,  suggests  the  continued  hunger  for  such 
explanations.53  Restoring  Eliza's  narrative  to  the  larger  history  of 
the  Pennsylvania  Hospital  helps  to  remind  us  how  hard  it  is  to 
disentangle  the  meanings  of  spirituality,  stigma,  and  healing. 

Department  of  History 
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53.  M.  Scott  Peck,  The  Road  Less  Traveled:  A  New  Psychology  of  Love, 
Traditional  Values,  and  Spiritual  Growth  (New  York:  Simon  and  Schuster,  1978) 
and  Harold  S.  Kushner,  When  Bad  Things  Happen  to  Good  People  (New  York: 
Schocken  Books,  1981).  A  recent  survey  reported  by  the  New  York  Times  on  10 
April  1991  found  that  86.5  percent  of  those  surveyed  identified  themselves  as  Chris- 
tians, 26.2  percent  as  Roman  Catholics,  and  60.2  percent  as  members  of  other 
denominations.  In  another  recent  article,  Daniel  Goleman  notes  the  revival  of  interest 
in  religion  among  contemporary  psychotherapists.  See  Daniel  Goleman,  "Therapists 
See  Religion  as  Aid,  not  Illusion,"  New  York  Times,  10  September  1991. 
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Herbert  and  Joyce  Feinstein  of  Brooklyn,  New  York,  had  only  one 
son,  born  in  1905.  Mark  was  a  strong,  good-looking  child  who,  at 
the  age  of  five,  sang  so  beautifully  at  a  Los  Angeles  theater  that  he 
was  hailed  as  the  "Wonderful  Boy  of  Brooklyn."  Several  months 
later  the  young  boy  became  desperately  ill  with  both  scarlet  fever 
and  diphtheria.  In  his  weakened  state,  he  also  succumbed  to  a 
meningitis-like  condition  which  produced  dullness  of  mind,  inco- 
herence, and  loss  of  both  the  voluntary  and  the  involuntary  func- 
tions of  his  muscular  and  nervous  systems.  In  addition,  his  ears 
became  so  infected  as  to  require  two  mastoid  operations;  despite 
this,  Mark  lost  all  hearing  in  his  right  ear. 1 

Although  the  boy  recovered  well  enough  to  return  to  school, 
he  continued  to  be  bothered  by  sudden  and  unpredictable  attacks 
of  vertigo,  vomiting,  incoherence,  and  incontinence.  When  his  phy- 
sician father  consulted  specialists,  he  was  assured  that  the  attacks 
were  merely  hysterical  in  nature.  But,  in  June  1918,  some  eight 
years  after  the  original  illness,  Mark  began  to  have  daily  seizures 
so  intense  that  they  could  not  be  ignored.  After  consulting  with  a 
well-known  New  York  City  neurologist,  L.  Pierce  Clark,  the  father 
reluctantly  admitted  that  his  beloved  only  son  had  epilepsy.  Perhaps 
because  Clark  had  trained  there,  Feinstein  then  sent  his  child  to 
New  York  State's  only  specialized  institution  for  epileptics,  Craig 
Colony  in  Sonyea  (40  miles  south  of  Rochester).  The  Craig  Colony's 
physicians  were  well  known  for  their  expertise  in  epilepsy  and  they 
usually  had  a  long  waiting  list  for  admission.  But  they  managed  to 
find  room  almost  immediately  for  14-year-old  Mark. 


1.  Craig  Colony  for  Epileptics,  patient  case  number  04093,  New  York  State 
Archives,  Albany,  New  York.  For  a  somewhat  similar  case,  see  patient  case  number 
04447.  All  patient  names  have  been  changed  to  preserve  the  confidentiality  of  the 
Craig  Colony  clinical  records. 

2.  For  its  first  three  years  (1896—1899),  Craig  Colony  accepted  only  patients 
first  screened  by  the  head  of  the  New  York  State  Board  of  Charities.  Subsequently, 
it  accepted  all  the  new  patients  for  which  it  had  room,  using  a  formula  which 
allocated  places  to  counties  on  the  basis  of  their  population.  Fifth  Annual  Report  of 
the  Board  of  Managers  at  Craig  Colony  to  the  State  Board  of  Charities  (Buffalo, 
N.Y.:  Matthews-Northrup,  1898),  p.  62.  Henceforth,  all  titles  of  the  annual  reports 
will  be  referred  to  using  the  following  form:  5th  AR,  with  other  publication  data 
given  in  full. 
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When  Mark  arrived  at  Craig  Colony  on  21  November  1918, 
he  brought  with  him  an  unusually  complete  case  history  written 
by  his  father.  Although  the  Craig  Colony  doctors  often  expressed 
skepticism  about  families'  descriptions  of  patients'  lives,3  they 
praised  Herbert  Feinstein's  account  as  insightful  and  sophisticated. 
They  were  particularly  impressed  with  his  ability  to  make  use  of 
one  of  their  favorite  distinctions:  that  between  the  predisposing  and 
the  exciting  causes  of  seizures.  According  to  Feinstein,  the  "probable 
predisposing  causes"  of  Mark's  seizures  were  his  parents'  personal- 
ity problems.  He  described  the  boy's  39-year-old  mother  as  "subject 
to  nephro-lithiasis,  arteriosclerosis,  hysteria,  and  .  .  .  obesity."  He 
himself  was  "highly  neurotic."  Both  parents,  Feinstein  admitted, 
were  "mentally  over-active  and  very  irritable."  Despite  his  parents' 
problems,  Mark  had  been  a  healthy  and  happy  child  before  the 
onset  of  the  devastating  "septic"  infection  in  1910,  generally  agreed 
to  be  the  "exciting  cause"  of  his  seizures. 

Although  the  Craig  Colony  doctors  agreed  with  Herbert 
Feinstein's  assessment  of  his  son,  they  put  even  greater  emphasis  on 
the  family's  negative  qualities.  In  the  official  Craig  Colony  abstract, 
the  Feinsteins  were  described  as  "psychoneurotic  with  epileptic  com- 
ponents in  their  makeup"  and  Mark  as  a  child  with  a  "decidedly 
abnormal  and  unbalanced  personality."  "His  make-up,"  they  added, 
"has  not  evoluted  normally  for  his  chronological  age."  Perhaps 
reflecting  the  influence  of  L.  Pierce  Clark,  the  neurologist  consulted 
by  the  Feinsteins  who  had  once  worked  at  Craig  Colony  and  who 
was  fond  of  using  Freudian  categories  to  explain  seizures,  the  staff 
doctors  added,  "early  in  his  Colony  admission  he  formed  a  typical 
'father  complex'  with  the  examiner." 

After  Mark  had  been  at  Craig  Colony  for  eight  months,  the 
family,  which  had  moved  to  California,  requested  a  six-week  leave 
of  absence  for  their  son.  The  medical  staff  preferred  that  patients 
stay  at  least  two  years  but  they  had  no  legal  grounds  on  which  to 
detain  the  boy,  a  voluntary  admission.4  When  Mark  did  well  on 


3.  In  the  14th  AR  (n.p.:  n.p.,  1907),  p.  49,  superintendent  William  P.  Spratling 
complained  that  families  often  attributed  seizures  to  whatever  trivial  incident  imme- 
diately predated  the  first  seizure.  See  also  17th  AR  (Albany,  N.Y.:  J.  B.  Lyon,  1911), 
p.  28. 

4.  21st  AR  (Albany,  N.Y.:  J.  B.  Lyon,  1915),  pp.  71-72.  Again  and  again  in 
their  annual  reports,  the  Craig  Colony  managers  and  doctors  insisted  that  no  one 
should  come  to  Craig  Colony  for  only  a  few  weeks  or  a  month;  instead  they  should 
be  prepared  for  a  minimum  stay  of  two  to  three  years.  Ninety  percent  of  the  patients 
should  expect  to  spend  the  rest  of  their  lives  there.  17th  AR  (1911),  pp.  5  and  10. 
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the  new  family  farm,  his  father  decided  not  to  return  him  to  Craig 
Colony.  In  a  20  July  1919  letter,  which  is  the  last  record  in  the  file, 
Mark  himself  reported  proudly  to  the  Craig  Colony  doctors  that 
his  seizures  had  diminished  in  frequency,  he  was  earning  10  to  15 
dollars  a  week  working  on  the  farm,  and  felt  "like  a  new  man  all 
together." 

Also  admitted  to  Craig  Colony  in  the  same  decade  as  Mark 
Feinstein  were  three  very  different  patients,  the  MacDowell  broth- 
ers. Originally  from  Canada,  the  MacDowell  family  (consisting  of 
a  mother,  three  boys,  and  a  girl)  had  moved  to  Rochester,  New 
York,  in  1912.  Their  mother  had  received  twelve  thousand  dollars 
after  the  father  of  the  family's  death  in  a  railroad  accident  and 
hoped  to  start  a  rooming  house  in  Rochester.  Lacking  business 
skills,  however,  she  "spent  her  money  foolishly  buying  candy  and 
expensive  toys  for  her  children,  and  in  less  than  a  year  was  entirely 
without  resources."  Although  Mrs.  MacDowell  subsequently  re- 
married and  had  two  more  children,  the  family  continued  to  be 
impoverished  and  in  need  of  social  assistance.  They  attracted  the 
attention  of  a  number  of  public  and  private  agencies  in  Rochester, 
including  the  city's  Department  of  Charities,  the  United  Charities, 
the  Shelter  of  the  Society  to  Protect  Children  from  Cruelty,  the 
Children's  Aid  Society,  the  Salvation  Army,  the  Rochester  General 
Hospital,  the  Homeopathic  Free  Dispensary,  the  Department  of 
Education's  School  Laboratory  and  Special  Classes,  and  the  Juvenile 
Court/ 

In  1914,  Mrs.  MacDowell  (now  Mrs.  Lewis),  with  the  strong 
support  of  several  social  welfare  agencies,  decided  to  send  Robert, 
the  youngest  of  her  MacDowell  children,  to  Craig  Colony  because 
of  his  "spells."  She  also  was  finding  him  difficult  to  control  and 
complained  in  particular  about  his  tendency  to  bring  home  bicycles, 
carts,  and  baby  carriages  from  the  neighbors.  Incapable  of  coherent 
speech,  Robert  had  earlier  been  sent  to  a  school  for  deaf  mutes  in 
Rochester  until  it  had  been  determined  that  he  was  not  deaf.  At 
Craig  Colony,  he  never  was  considered  sufficiently  bright  or  well- 
behaved  enough  to  attend  school,  although  he  somehow  learned  to 
speak  well  enough  to  "abuse  nurses  and  attendants  .  .  .  with  the 
most  obscene  language."  His  file  offers  a  number  of  inconsistent 
comments  on  his  intelligence.  Although  most  often  referred  to  as  a 


5.  The  largest  number  of  general  comments  on  the  MacDowell  family  are  in 
Robert  MacDowelPs  file  (patient  case  number  04029). 
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child  with  a  "low  mentality,"  one  doctor  described  him  in  1914  as 
"much  brighter  than  his  fellow  patients  in  the  children's  ward." 
Like  many  of  the  brighter  young  patients,  Robert  was  bored  and 
frequently  involved  in  mischievous  pranks.  Once,  when  left  unat- 
tended, he  seriously  hurt  himself  by  jumping  out  of  the  window  of 
the  Loomis  Infirmary  and  breaking  his  left  femur.6 

At  the  time  of  Robert  MacDowell's  admission,  the  Craig  Col- 
ony doctors  were  very  interested  in  the  relation  of  "heredity"  to 
epilepsy.  Robert's  mother  reported  to  them  that  she  herself  had  had 
convulsions  and  that  all  of  her  children  had  "spells"  when  young. 
Not  quite  two  months  after  Robert's  admission,  the  head  of  the 
Rochester  Society  for  the  Prevention  of  Cruelty  to  Children  asked 
William  Shanahan,  the  superintendent  at  Craig  Colony,  for  applica- 
tion blanks  to  be  used  for  the  admission  of  the  other  three  MacDow- 
ell  children,  two  of  whom  had  been  reported  for  fits  while  in  public 
school.  Thus  alerted  to  the  extent  of  epilepsy  among  the  MacDowell 
family,  Shanahan  sent  Florence  Smith,  a  staff  worker  on  loan  to 
Craig  Colony  from  the  Bureau  of  Analysis  and  Investigation  of  the 
State  Board  of  Charities,  to  look  more  closely  into  their  family 
history.  Not  surprisingly,  she  found  several  generations  of  degener- 
ates (alcoholics,  imbeciles,  and  epileptics),  all  doomed  by  their  de- 
fective genes  to  social  misery  and  disease.  The  present  MacDowell/ 
Lewis  family  was  poor  and  living  in  a  home  which,  Smith  said  with 
disgust,  was  "disorderly  and  dirty  and  bespoke  of  lack  of  industry 
and  thrift  rather  than  poverty."  The  stepfather  was  a  drunkard  and 
neighbors  complained  about  the  children  playing  on  the  streets 
when  not  in  school,  with  barely  enough  clothes  to  keep  them  warm. 
The  mother,  "undoubtedly  of  the  moron  type,"  allegedly  reportedly 
abused  her  children. 

Eventually,  in  response  to  complaints  initiated  by  the  Rochester 
Society  for  the  Prevention  of  Cruelty  to  Children,  Robert's  three 
older  siblings  were  removed  from  their  home  on  the  charge  of 
improper  guardianship  and  taken  into  juvenile  court.  On  21  March 
1916,  representatives  from  the  United  Charities  of  Rochester  took 

6.  Ibid. 

7.  Florence  Smith's  original  report  on  the  MacDowell  family  is  in  Robert's  case 
file  (patient  case  number  04029).  She  also  refers  to  Robert's  case  in  the  pamphlet  she 
published  under  the  auspices  of  the  New  York  State  Board  of  Charities,  "Nineteen 
Epileptic  Families:  A  Study,"  Eugenics  and  Social  Welfare  Bulletin,  1917,  9:54-544. 
Her  work  clearly  shows  the  influence  of  the  noted  American  eugenicist  Charles  B. 
Davenport.  Davenport  presented  his  ideas  in  a  number  of  publications,  including 
Heredity  in  Relation  to  Eugenics  (New  York:  Henry  Holt,  1911). 
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the  two  boys,  Allen  (then  ten)  and  Harold  (nine),  to  join  Robert  at 
Craig  Colony.  Their  records  do  not  indicate  what  happened  to  their 
sister,  Annie,  who  had  also  been  removed  from  the  family  home 
(having  testified  that  her  stepfather  had  made  "improper  ad- 
vances"), even  though  she  too  was  reported  to  have  seizures. 

Perhaps  the  most  interesting  of  the  three  MacDowell  boys  was 
the  oldest,  Allen.  Like  almost  all  of  his  siblings,  he  had  poor  eyesight 
and  defective  speech.  Along  with  his  brother  Harold,  he  had  been 
tested  by  the  Rochester  Public  Schools  and  found  to  be  three  to  five 
years  behind  his  peers  in  intellectual  development.  During  his  first 
year  at  Craig  Colony,  the  doctors  and  teachers  reiterated  the  com- 
ments made  in  Allen's  commitment  papers.  They  described  him  as 
"a  high  grade  imbecile,"  "a  dull  little  boy  who  attends  school  mak- 
ing poor  progress,"  someone  with  the  appearance  of  "a  typical 
defective."  But  not  all  of  the  staff  agreed.  In  December  1916,  both 
Allen  and  Harold  began  school  at  Craig  Colony.  Their  sympathetic 
young  teacher  described  the  brothers  as  "clean  looking  but  very 
shy,"  poorly  nourished  and  homesick.  Neither  could  read  or  write 
and  she  was  told  by  a  staff  doctor,  "If  you  can  do  anything  with 
them  you  will  do  more  than  the  special  classes  in  Rochester  could." 

The  teacher  responded  strongly  to  this  challenge  and,  as  a  result 
of  her  efforts,  Allen  in  particular  made  great  strides.  He  was  now 
doing  sixth  grade  work  and,  his  teacher  reported,  "No  boy  in  school 
has  made  better  progress."  At  the  Christmas  exercises  of  the  Protes- 
tant Sunday  school  that  year,  his  performance  was  described  as 
better  than  that  of  some  of  the  employees'  children.  By  1919,  after 
almost  three  years  at  Craig  Colony,  Allen  had  had  only  one  sei- 
zure —  after  eating  too  many  green  plums.  Reluctant  to  question 
their  initial  diagnosis,  the  Craig  Colony  doctors  credited  the  disap- 
pearance of  Allen's  seizures  to  the  change  from  "an  environment 
filled  with  deprivation  and  stress"  to  the  peace  of  Craig  Colony. 
Allen  occasionally  caused  problems  because  he  was  "mischievous 
and  full  of  life"  but  he  never  deliberately  disobeyed  and,  they  added, 
"would  easily  pass  in  his  reactions  for  a  boy  in  the  outside  world." 
Evidently,  he  agreed,  for  in  April  1920  Allen  MacDowell  ran  away 
with  two  friends.  After  stopping  to  visit  his  mother,  he  left  "for 
Ohio  or  New  York"  so  that  he  could  not  be  returned  to  Craig 
Colony.  In  a  subsequent  letter  to  Allen's  mother,  Superintendent 


8.  Allen  MacDowelPs  history  is  in  his  patient  file,  Craig  Colony,  patient  case 
number  04385;  Harold's  is  in  patient  case  number  04386. 
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Shanahan  warned  her  that  "he  is  rather  young  to  be  travelling 
around  the  country  in  this  way  and  his  desire  to  do  so  is  only  a 
manifestation  of  his  defective  makeup."  Although  Allen  had  had  no 
seizures  at  Craig  Colony,  Shanahan  was  convinced  that  "he  will 
sooner  or  later  show  evidence  of  his  epilepsy  and  again  be  a  subject 
for  care  and  treatment  in  a  public  Institution."9 

Harold,  the  second  of  the  three  brothers,  was  not  as  bright  as 
Allen  but  he  also  greatly  improved  his  reading  and  mathematical 
skills  at  the  Craig  Colony  School.  Several  months  after  Allen  had 
run  away,  Harold  too  tried  to  leave  but  he  got  no  farther  than  his 
mother's  house.  Once  she  reported  his  appearance  to  the  Craig 
Colony,  Superintendent  Shanahan  sent  a  police  officer  40  miles  to 
Rochester  to  pick  him  up.  Subsequently  Harold  began  to  improve 
and  the  boy  described  at  admission  as  an  imbecile  with  a  very 
peculiarly  shaped  head  appeared  in  case  notes  as  "obedient  and 
ambitious"  with  "a  pleasing  appearance"  and  "fair  intelligence." 
After  six  months  of  positive  reports,  Harold  MacDowell  ran  away 
again,  this  time  for  good;  he  subsequently  was  discharged  as  "recov- 
ered." 10  One  year  later,  Mrs.  Lewis  and  two  of  the  MacDowell 
boys  (presumably  Allen  and  Harold)  came  to  Craig  Colony  to  take 
Robert,  the  youngest  child,  for  a  ride  in  their  "flivver."  They  also 
wanted  to  take  him  home  for  a  week.  Upon  being  forbidden  to  do 
so,  they  drove  away  and,  as  a  staff  member  noted  in  Robert's  file, 
"it  seems  evident  that  Robert  went  with  them."  Although  Superin- 
tendent Shanahan  threatened  to  take  court  action  against  Robert's 
mother,  he  did  not.  The  MacDowell  story  stops  with  Robert's  escape 
in  1923.  Unlike  other  patient  histories  from  this  period,  the  files  of 
the  three  brothers  contain  neither  subsequent  requests  from  psychi- 
atric institutions  or  welfare  agencies  for  information  about  them 
nor  letters  from  the  brothers  themselves  or  their  descendants. 11 

The  similarities  between  these  two  sets  of  stories  —  one  about 
the  Feinstein  family  and  the  other  about  the  MacDowells  —  are 
difficult  to  see,  even  though  all  four  boys  spent  time  at  the  same  state 
institution  for  epileptics  during  the  second  decade  of  the  twentieth 
century.  The  Feinstein  family  was  wealthy  and  well-respected;  the 
MacDowells  were  marginal  at  best.  Not  surprisingly,  Mark  and  his 
family  were  treated  with  respect  and  consideration  by  the  medical 


9.  Craig  Colony,  patient  case  number  04385. 

10.  Craig  Colony,  patient  case  number  04386. 

11.  Craig  Colony,  patient  case  number  04029. 
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staff  at  Craig  Colony.  Even  though  Mark,  like  the  MacDowells,  left 
without  medical  permission,  he  subsequently  did  not  hesitate  to 
send  friendly  messages  and  cards  to  his  Craig  Colony  doctors.  These 
same  doctors  were  much  more  skeptical  about  the  MacDowells, 
both  as  a  family  and  as  individuals.  After  Allen  ran  away,  for 
example,  Superintendent  Shanahan  circulated  his  picture  and  de- 
scription to  a  number  of  police  departments  in  upstate  New  York, 
even  though  the  boy  had  shown  no  tendencies  toward  criminal 
behavior.  All  three  MacDowells  were  consistently  described  in  lan- 
guage more  hostile  than  their  behavior  seemed  to  merit,  in  sharp 
contrast  to  the  glowing  descriptions  of  Mark  Feinstein.  At  admis- 
sion, for  example,  even  bright  and  attractive  Allen  was  seen  as 
"clearly  defective,"  a  judgment  supported  by  the  abundant  evidence 
of  "defectiveness  and  convulsive  disorders"  among  his  immediate 
relatives.  His  brother  Harold  fared  no  better;  quickly  labelled  "fee- 
ble-minded" by  the  Rochester  Public  Schools,  he  was  also  reported 
to  have  anemia,  catarrh,  and  speech  defects.  Robert's  description 
too  fit  the  negative  MacDowell  family  profile  and  his  seizures,  like 
those  of  his  brothers,  were  blamed  on  defective  genes,  even  though 
they  had  followed  an  early  head  trauma. 

But  a  closer  look  at  the  histories  of  Mark  Feinstein  and  the 
MacDowell  brothers  reveals  that  they  shared  at  least  one  important 
experience.  That  common  experience  may  not  have  been  epilepsy, 
for  their  records  do  not  make  clear  that  Allen  and  Harold  MacDow- 
ell ever  had  true  seizures.  But,  whatever  the  physical  problems  in- 
volved, both  the  Feinstein  and  MacDowell  case  histories  show  the 
extent  to  which,  in  the  early  twentieth-century  United  States  (as  in 
the  present),  the  diagnosis  of  epilepsy  as  a  medical  problem  brought 
social  stigma  as  well.  That  the  Feinsteins  were  better  able  than  the 
MacDowells  to  shield  themselves  and  their  son  from  the  full  brunt 
of  that  stigma  does  not  mean  that  they  could  avoid  it  entirely. 
Wealthy  families  like  the  Feinsteins  could  move  from  one  commu- 
nity where  everyone  knew  their  secret  to  another  where  neighbors 
did  not;  they  could  provide  work  and  private  schooling  for  their 
children  with  seizures  at  a  time  when  most  public  schools  refused 
to  accept  them. 12  But  they  still  could  not  disregard  the  negative 
stereotypes  attached  to  epilepsy.  For  many  years,  Dr.  Feinstein,  like 
most  parents  of  Craig  Colony  patients,  was  unwilling  to  accept  his 
son's  epilepsy.  When  he  finally  did  so,  he  sent  Mark  to  Craig  Colony 


12.  15th  AR  (n.p.:  n.p,  1908),  p.  45. 
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but  for  only  a  short  time.  The  rapidity  with  which  he  subsequently 
removed  his  son  from  Craig  Colony  also  suggests  that,  despite  his 
seeming  agreement  with  the  Craig  Colony  doctors  about  epilepsy's 
"abnormality,"  Feinstein,  like  Mrs.  Lewis,  wanted  his  son  to  live  as 
normal  a  life  as  possible.  The  ways  in  which  the  MacDowells  were 
stigmatized  are  easier  to  see,  even  if  it  is  sometimes  hard  to  separate 
the  strands  of  their  double,  even  triple  stigmatization  —  for  seizures, 
for  poverty,  and  for  slovenly  habits.  On  the  other  hand,  the  family's 
own  attitudes  toward  epilepsy  seemed  matter-of-fact.  Mrs.  Lewis 
wrote  short,  almost  illiterate  letters  to  Superintendent  Shanahan  at 
regular  intervals,  inquiring  after  her  sons  and  requesting  permission 
to  visit  them.  Her  notes  suggest  concern  for  her  sons'  health  and 
sadness  at  their  distance  from  her,  but  no  sense  that  she  shared  the 
horror  of  the  many  social  welfare  agencies  around  her  about  her 
children's  epilepsy. 

The  case  histories  of  Mark  Feinstein  and  the  MacDowell  broth- 
ers validate  in  interesting  ways  the  observations  on  stigma  made 
many  years  later  by  the  sociologist  Erving  Goffman.  In  his  book 
Stigma:  Notes  on  the  Management  of  Spoiled  Identity,  Goffman 
argues  that  stigma  is  not  a  static  but  an  interactive  label.  Few  if  any 
of  the  stigmatized  always  carry  that  burden;  many  are  able  to  pass 
as  "normal"  for  long  periods  of  their  life,  although  the  fear  of  being 
revealed  exacts  its  own  toll.  According  to  Goffman,  the  ancient 
Greeks  limited  "stigma"  to  "bodily  signs  designed  to  expose  some- 
thing unusual  and  bad  about  the  moral  status  of  the  signifier,"  but 
more  recently  it  has  been  used  to  designate  the  disgrace  itself  as 
well.  As  a  result,  physical  deformities  still  evoke  stigma  but  so  too 
do  individual  character  flaws  (suggested,  for  example,  by  a  public 
record  of  mental  illness). 13 

In  the  rest  of  this  essay,  I  use  Goffman's  insights  to  expand  the 
stories  about  stigma  begun  in  the  Feinstein  and  MacDowell  case 
histories  into  a  more  general  social  history  of  epilepsy  and  stigmati- 
zation in  early-twentieth-century  New  York,  between  1900  and 
1920.  While  stigmatization  is  not  a  new  topic  for  historians,  rela- 
tively few  have  focused  on  the  stigmas  attached  to  illness  or  made 
much  use  of  the  sociological  literature  on  stigma.  Although  Erving 
Goffman's  work  is  particularly  helpful  here,  there  are  also  a  number 


13.  Erving  Goffman,  Stigma:  Notes  on  the  Management  of  Spoiled  Identity 
(New  Jersey:  Prentice  Hall,  1983),  pp.  1-3  and  5. 
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of  journal  articles  and  books  useful  to  historians. 14  Recent  books 
on  the  history  of  syphilis,  leprosy,  and  cancer  suggest  some  of  the 
ways  that,  even  into  the  twentieth  century,  medical  problems  have 
been  sources  of  social  stigma.  5  Epilepsy  clearly  is  a  similar  medical 
problem.  While  completing  a  project  on  two  nineteenth-century 
United  States  lunatic  asylums  some  years  ago,  I  first  became  aware 
of  the  extent  to  which  epileptics  were  considered  not  just  weak  of 
body  but  morally  and  emotionally  defective  as  well.  Patient  records 
for  New  York  State's  Willard  Asylum  for  the  Chronic  Insane  made 
it  clear  that  young  male  epileptics  committed  to  the  Asylum  aroused 
the  same  antipathy,  the  same  fear  of  moral  contamination,  as  did 
older  males  with  tertiary  syphilis,  even  though  these  adolescent 
epileptics  clearly  were  not  held  responsible  for  their  state. 16  Why 
then  did  they  evoke  such  horror  and  disgust?  In  the  process  of 
trying  to  answer  this  question,  I  found  myself  engaged  in  a  much 
larger  enterprise:  the  social  history  of  epilepsy  in  the  United  States 
after  1880.  That  I  turned  for  much  of  my  story  to  the  clinical 
records  of  New  York's  Craig  Colony,  a  state  institution  for  epilep- 
tics, biases  it  somewhat  because  institutional  records  disproportion- 
ately capture  the  experiences  of  the  most  difficult  cases  of  epilepsy: 
those  with  frequent  grand  mal  seizures  and  small  children  with 
multiple  handicaps.  Yet,  there  are  few,  if  any,  better  historical 
sources  for  individual's  and  families'  experiences  with  epilepsy. 
When  analyzed  in  conjunction  with  the  larger  medical  literature  of 
the  day,  these  records  suggest  at  least  some  of  the  ways  in  which  the 
reactions  of  doctors  and  families  to  epilepsy  changed  over  time.1 

14.  W.  Schneider  and  Peter  Conrad,  Having  Epilepsy:  The  Experience  and 
Control  of  Illness  (Philadelphia,  Pa.:  Temple  University  Press,  1983);  Graham  Scam- 
bler  and  Anthony  Hopkins,  "Generating  a  Model  of  Epileptic  Stigma:  The  Role  of 
Qualitative  Analysis,"  Social  Science  and  Medicine,  1990,  30:1187-1194;  Ann  Beuf, 
Beauty  is  the  Beast:  Appearance-Impaired  Children  in  America  (Philadelphia,  Pa.: 
University  of  Pennsylvania  Press,  1990),  p.  19.  Since  1949,  survey  researchers  also 
have  tracked  changing  attitudes  toward  epilepsy  among  the  general  public,  but  their 
findings  are  less  helpful  to  scholars  interested  in  earlier  periods.  For  example,  see 
William  Caveness,  "A  Survey  of  Public  Attitudes  toward  Epilepsy,  1954,"  Epilepsia, 
3rd  series,  November  1954,  pp.  99-102. 

15.  Allan  Brandt,  No  Magic  Bullet:  A  Social  History  of  Venereal  Disease  in  the 
United  States  since  1880  (New  York:  Oxford  University  Press,  1985);  Zachary 
Gussow,  Leprosy,  Racism,  and  Public  Health:  Social  Policy  in  Chronic  Disease 
Control  (Boulder,  Colo.:  Westview,  1989);  James  Patterson,  The  Dread  Disease: 
Cancer  and  Modern  American  Culture  (Cambridge,  Mass.:  Harvard  University 
Press,  1987). 

16.  Ellen  Dwyer,  Homes  for  the  Mad:  Life  Inside  Two  Nineteenth-Century 
Lunatic  Asylums  (New  Brunswick,  N.J.:  Rutgers  University  Press,  1987). 

17.  Craig  Colony  is  a  good  site  to  study  such  intersections  because  its  doctors 
wrote  about  epilepsy  frequently  in  medical  journals  and  textbooks,  as  well  as  in  the 
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Views  of  the  Early-Twentieth-Century  Medical  Profession 

During  the  early  twentieth  century,  despite  the  work  of  late-nine- 
teenth-century neurologists  like  Johns  Hughlings  Jackson  on  cere- 
bral localization,  many  doctors  in  the  United  States  and  elsewhere 
did  not  abandon  their  negative  assessment  of  those  persons  who 
had  seizures. 18  Even  if  they  no  longer  viewed  seizures  as  the  work 
of  the  Devil,  they  continued  to  view  epileptics  as  dangerous,  unpre- 
dictable, and  threatening.  In  many  respects,  scientific  positivism 
only  served  to  make  more  powerful  the  ancient  stereotypes  about 
the  "falling  disease."  In  particular,  the  turn-of-the-century  eugenics 
movement  gave  a  new  scientific  rigor  to  long-held  notions  about 
the  hereditary  nature  of  seizures  and  justified  state-level  campaigns 
for  both  legislation  mandating  the  involuntary  sterilization  of  epi- 
leptics and  other  defectives  and  the  construction  of  specialized  insti- 
tutions like  Craig  Colony  which  were  intended  to  isolate  epileptics 
from  the  rest  of  society. 19 

Initially,  these  new  institutions  attempted  to  offer  care  rather 
than  treatment,  for  most  cases  of  epilepsy  they  received  had  been 
labelled  "idiopathic."  Doctors  did  not  understand  the  cause  of  sei- 
zures and  were  unable  to  control  them,  except  in  some  cases  through 
dangerously  high  levels  of  bromides.  As  a  popular  medical  hand- 
book noted  in  1913,  "We  can  not  hope  that  the  malady  that  has 
baffled  the  best  minds  in  the  medical  profession  since  before  the 
time  of  Christ  will  yield  up  its  secrets  for  a  few  month's  work."20 
Many  doctors  agreed  with  the  definition  of  epilepsy  offered  in  A 


institution's  annual  reports  and  patient  files.  During  this  period,  there  is  no  doubt 
that  the  general  medical  discourse  of  epilepsy  was  hostile.  Articulated  this  way  in 
legislatures  as  well  as  clinics,  threads  of  the  argument  can  be  picked  out  of  both 
annual  reports  and  patient  case  histories,  although  there  were  surprisingly  few  case 
histories  to  be  found  in  journal  articles  about  epilepsy.  Like  textbooks,  they  mostly 
dealt  with  very  general  issues,  as,  for  example,  the  relative  worth  of  various  nosolo- 
gies and  the  outcome  of  experiments  —  on  animals  in  laboratories  and  on  humans 
in  colonies,  often  written  about  in  a  rhetoric  that  is  both  highly  inflammatory  and, 
from  the  perspective  of  the  late  twentieth  century,  notably  unscientific. 

18.  The  classic  work  on  the  history  of  epilepsy  is  Owsei  Temkin's  The  Falling 
Sickness:  A  History  of  Epilepsy  from  the  Greeks  to  the  Beginning  of  Modern 
Neurology  (Baltimore,  Md.:  Johns  Hopkins  Press,  1949).  My  work  will  take  that 
history  into  the  twentieth  century  for  the  United  States. 

19.  For  a  longer  discussion  of  this,  see  Ellen  Dwyer,  "Stories  of  Epilepsy, 
1880-1930,"  in  Charles  Rosenberg  and  Janet  Golden,  eds.,  Framing  Disease:  Studies 
in  Cultural  History  (New  Brunswick,  N.J.:  Rutgers  University  Press,  forthcoming  in 
1992). 

20.  Nervous  and  Mental  Diseases,  vol.  10  in  The  Practical  Medicine  Series,  ed. 
Hugh  T.  Patrick  and  Peter  Bassoe  (Chicago,  111.:  Year  Book  Publishers,  1913),  p.  9. 
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Handbook  of  Practical  Treatment:  "an  affliction  characterized  by 
irregularly  recurring  attacks  in  which  the  loss  of  consciousness  is 
the  dominant  feature";  it  could  take  three  different  forms:  "essen- 
tial" (or  idiopathic)  epilepsy,  focal  or  Jacksonian  epilepsy  (in  which 
the  symptoms  could  be  attributed  to  identifiable  lesions),  and  reflex 
epilepsy.  Even  in  the  absence  of  these  seizures,  however,  epilepsy 
could  be  detected  through  its  "morphologic  peculiarities  indicative 
of  arrest  of  deviation  of  development,"  in  particular  such  physical 
anomalies  as  malformed  palates,  misshaped  ears,  and  skull  peculiar- 
ities.21 A  number  of  doctors  referred  to  these  as  "the  stigmata  of 
degeneration,"  which  included  not  only  anatomical  abnormalities, 
but  also  important  and  irreversible  physiological  and  psychic 
changes.22 

There  were  other  ways  to  categorize  seizures  —  so  many  that 
some  writers  preferred  to  talk  of  epilepsies.  But  whatever  nosology 
was  chosen,  early-twentieth-century  doctors,  frustrated  by  the  elu- 
sive nature  of  the  disease,  referred  to  epilepsy  and  epileptics  in 
highly  negative  terms.  Typical  was  the  rhetoric  of  H.  M.  Carey  of 
the  Pennsylvania  State  Institution  for  the  Feeble-Minded.  In  1912, 
upset  by  reported  increases  of  epileptics  and  the  feeble-minded  per- 
sons in  the  United  States,  Carey  proclaimed,  "We  must  destroy 
the  weed  [of  epilepsy  and  feeble-mindedness]  before  it  becomes 
thoroughly  rooted,  and  not  pick  off  the  fruits  after  they  have  rip- 
ened; we  must  damn  the  stream  while  it  is  still  a  rivulet  and  not 
wait  until  it  becomes  a  raging  torrent"  by  preventing  defectives  from 
procreating.  To  critics  who  suggested  that  compulsory  sterilization 
laws  interfered  with  individual  rights,  Carey  replied,  "A  defective 
individual  has  no  rights  —  at  least  no  right  to  procreate  his  own 
kind."23  Doctors  such  as  Carey,  both  within  and  without  institu- 
tions, campaigned  hard  for  laws  restricting  the  right  of  epileptics 
to  marry  and  forcing  the  segregation  of  those  regarded  as  most 
dangerous  in  state-funded  colonies. 


21.  A  Handbook  of  Practical  Treatment,  ed.  John  H.  Mussen  and  O.  O.  J.  Kelly 
(Philadelphia,  Pa.:  W.  B.  Saunders,  1912),  vol.  3,  pp.  912-913. 

22.  The  literature  on  the  "stigmata"  of  epilepsy  is  a  bit  confusing  in  that  it 
occasionally  includes  abnormalities  such  as  scars  caused  by  repeated  falling.  But 
most  doctors  distinguished  such  marks  from  the  "stigmata  of  degeneration"  which 
could  be  found  among  all  of  the  "defective  classes."  For  an  example  of  this  discussion, 
see  William  P.  Spratling,  Epilepsy  and  its  Treatment  (Philadelphia,  Pa.:  W.  B.  Saun- 
ders, 1904),  pp.  40-43. 

23.  H.  M.  Carey,  "Compulsory  Segregation  and  Sterilization  of  the  Feeble- 
Minded  and  Epileptic,"  Epilepsia,  1914-1916,  4:86-101. 
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An  important  justification  for  harsh,  involuntary  commitment 
laws  was  the  notion  that  there  is  a  specific  "epileptoid"  personality. 
Such  an  idea  first  appeared  in  mid-nineteenth-century  France  but 
did  not  become  widely  accepted  in  the  United  States  until  the  early 
twentieth  century.  At  that  time  epilepsy  began  to  be  seen  as  a  consti- 
tutional disorder,  which  involved  specific  personality  changes  as 
well  as  seizures.  According  to  some  doctors,  these  changes  were  so 
unmistakable  that  epilepsy  could  be  diagnosed  on  the  basis  of  an 
"epileptoid  personality,"  even  if  no  seizures  were  observed.  As  one 
doctor  put  it,  "we  must  look  for  a  form  of  functional  perversion 
irrespective  of  some  form  of  sympathetic  readjustment  .  .  .  for  the 
essential  element  in  epilepsy  is  a  psychic  defect."24  The  traits  charac- 
teristic of  epileptics  included  egocentricity,  irritability,  religiosity, 
impulsiveness,  and  hypersensitivity.  In  addition,  mental  deteriora- 
tion was  considered  almost  inevitable.  Sometimes  "epileptoid"  per- 
sonalities ran  in  families  but  they  could  be  found  as  well  even  in 
those  without  evidence  of  a  hereditary  "taint."25 

Between  1900  and  1920,  the  medical  prognosis  for  those  with 
seizures  was  grim.  Most  were  destined  to  deteriorate,  in  mind  as 
well  as  body;  the  few  whose  seizures  were  brought  under  control 
were  more  often  considered  to  be  in  a  state  of  arrested  disease  than 
freed  of  the  affliction.  Epileptics  were  always  vulnerable  to  status 
epilepticus,  a  prolonged  seizure  state,  with  its  threat  of  sudden 
death.  They  were  equally  susceptible  to  emotional  shifts  of  terrify- 
ing violence.26  Doctors  experimented  with  a  wide  range  of  treat- 
ments, including  drugs,  surgical  operations,  and  prescriptions  for 
hygienic  living,  but  none  seemed  to  help  the  more  serious  cases. 
Despite  their  uncertainty  and  confusion,  early-twentieth-century 
doctors  wrote  a  large  number  of  articles  on  epilepsy  for  organs  like 
the  Journal  of  the  American  Medical  Association  and  Pediatrics,  as 
well  as  for  more  specialized  journals  like  Epilepsia.  Those  most 


24.  J.  Sanderson  Christison,  Epilepsy,  Responsibility  and  the  Czolgosz  Case 
(Chicago,  111.:  Meng,  1902),  p.  3. 

25.  L.  Pierce  Clark  was  particularly  well  known  for  his  formulations  of  psychic 
epilepsy  and  his  comments  on  the  "epileptic"  or  "epileptoid"  personality.  For  exam- 
ple, see  his  essay  "The  Epileptic  Psyche,"  State  Hospital  Quarterly,  May  1926, 
1 1:335-362.  See  also  A.  N.  Williamson,  "The  Supplementary  Treatment  of  Epi- 
lepsy," The  Retrospect  of  Practical  Medicine  and  Surgery,  July  1896,  113:45. 

26.  Patrick  and  Bassoe,  Nervous  and  Mental  Diseases,  pp.  22—21;  New  York 
State  Board  of  Charities,  Nine  Family  Histories  of  Epileptics  (n.p.,  n.p.:  1916),  p. 
22.  See  also  John  B.  Chapin,  "The  Consideration  of  the  Epileptic  by  the  Courts," 
Albany  Medical  Annals,  February  1904,  25:216-221. 
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involved  in  the  eugenics  movement  wrote  with  a  strong  sense  of 
mission;  they  wanted  to  produce  new  laws  as  well  as  new  therapies. 
Other  physicians  had  a  more  narrow  scientific  agenda;  they  hoped 
to  advance  medical  knowledge  of  and  interest  in  seizures  and  their 
control.27 

The  Views  of  the  Craig  Colony  Doctors 

It  is  hardly  surprising  that  when  Craig  Colony's  first  two  superinten- 
dents, William  Spratling  (1896-1906)  and  William  Shanahan 
(1906-1944),  sent  their  annual  reports  to  the  New  York  State  legis- 
lature, they  repeated  themes  presented  in  their  many  journal  articles 
and  books.  But  the  annual  reports  had  a  practical  turn:  they  often 
spent  more  time  on  the  minutiae  of  Craig  Colony  life,  from  the 
activities  of  the  Colonists'  Club  and  the  baseball  team  to  the  quan- 
tity and  quality  of  the  farm's  livestock,  than  on  discussions  of 
etiology  and  treatment.  And,  most  important,  their  goal  clearly  was 
the  continuation  and  expansion  of  state  support  of  Craig  Colony. 
To  that  end,  the  superintendents  devoted  page  after  page  to  discus- 
sions of  the  projects  by  which  Craig  Colony  helped  to  support  itself, 
the  large  numbers  on  the  waiting  list  for  admission,  and  the  reasons 
for  the  low  cost  of  patient  care  at  Craig  Colony.28 

Positive  and  negative  images  of  epileptics  characterized  the 
superintendents'  efforts  to  win  political  support.  On  the  one  hand, 
they  sometimes  described  Craig  Colony  as  a  family  writ  large  and 
the  patients  as  siblings  who  differed  from  each  other  in  ways  that 
were  as  great,  if  not  greater,  than  their  shared  experience  of  seizures. 
Yet,  at  the  same  time,  Craig  Colony's  doctors  were  well  aware  that 
the  institution  had  been  established  as  much  to  segregate  epileptics 
as  to  offer  them  care  and  sanctuary.  Especially  in  their  writings  for 
legislative  readers,  the  superintendents  drew  heavily  from  the  harsh 
discourse  of  the  eugenics  movement  to  characterize  patients,  young 
and  old.  But  their  writings  had  practical  implications  as  well  and, 
at  Craig  Colony  itself,  led  to  the  policy  of  protecting  the  "innocent 
children"  of  the  staff  from  knowledge  of  "the  ways  of  moral  degen- 
erates" by  building  their  cottages  at  a  substantial  distance  from 


27.  For  a  discussion  of  both  literatures,  see  L.  Pierce  Clark,  "A  Semiannual 
Critical  Digest  of  Some  of  the  Literature  on  Epilepsy,"  American  journal  of  Insanity, 
April  1990,  56:709-719,  and  L.  Pierce  Clark,  "Clinical  Studies  in  Epilepsy,"  Archives 
of  Neurology  and  Psychopathology,  1899,  1 1 : 322-550. 

28.  These  themes  took  increasing  space  in  the  annual  reports. 
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those  of  the  patients.  The  following  excerpt  from  the  1906  annual 
report  suggests  how  these  contradictory  images  could  be  articulated 
in  the  same  annual  report,  indeed  in  the  same  paragraph,  in  support 
of  the  notion  of  institutional  care: 

Epilepsy  is  without  doubt  the  worst  disease  that  can  afflict  a 
human  being  ....  The  presence  of  the  disease  creates  sympa- 
thy for  the  afflicted  one,  and  sympathy  tends  to  aggravate  the 
disorder  either  through  the  person  being  granted  improper 
privileges  of  many  kinds,  or  by  virtue  of  the  fact  that  the 
individual  is  a  "skeleton  in  the  family  closet."  They  must  re- 
main in  the  background,  debarred  from  the  family  life,  denied 
social  pleasures,  and  not  infrequently  an  epileptic  child  in  a 
family  where  there  are  other  children  is  a  positive  menace  to 
the  physical  safety  of  such  children.  No  epileptic  person  of 
immature  years  or  of  defective  intelligence,  from  which  fully 
90  percent  of  them  suffer  sooner  or  later,  can  be  successfully 
treated  at  home. 30 

For  the  most  part,  neither  Spratling  nor  Shanahan  were  confident 
of  their  ability  to  cure  epilepsy.  But  there  were  exceptions,  they 
insisted,  even  in  seemingly  chronic  cases.  Thus,  a  small  number 
(Spratling  estimated  about  5  percent)  could  hope  to  be  "cured"  and 
thus  escape  the  label  of  "epileptic."  Even  those  whose  control  over 
their  seizures  was  not  strong  enough  to  be  considered  permanent 
were  sometimes  described  in  highly  positive  terms  and  allowed  to 
leave  Craig  Colony  for  short  periods  of  work  or  vacation.31  They, 
too,  the  records  imply,  were  less  vulnerable  to  the  full  devastating 
impact  of  epilepsy  —  in  both  medical  and  social  terms.  Less  sympa- 
thy was  extended  to  those  with  violent  or  criminal  tendencies; 
whenever  possible,  Craig  Colony  added  the  label  "psychopathic" 
to  their  histories  and  transferred  such  patients  to  a  state  psychiatric 


29.  i 3th  AR  (n.p.:  n.p.,  1906),  p.  29.  The  pressure  on  Craig  Colony  superinten- 
dents to  win  political  support  for  their  funding  requests  also  is  shown  in  the  para- 
graph added  by  Shanahan  to  a  letter  to  a  patient's  mother  in  1923.  After  reporting 
on  the  woman's  health,  he  added  a  plea  to  vote  on  6  November  in  support  of  the 
bond  issue  being  proposed  to  fund  the  construction  of  new  facilities  at  Craig  and 
other  state  institutions  for  those  with  nervous  and  mental  disorders  (Craig  Colony, 
patient  case  number  04150).  The  mixture  of  motives  —  medical,  humanitarian,  and 
control  —  that  motivated  reformers  to  press  for  "colonies"  are  particularly  clear  in 
William  P.  Letchworth,  ed.,  Transactions  of  the  National  Association  for  the  Study 
of  Epilepsy  and  the  Care  and  Treatment  of  Epileptics  (Buffalo,  N.Y.:  C.  E.  Brinkw- 
orth,  1901). 

30.  17th  AR  (1911),  pp.  5-10;  20th  AR  (Albany,  N.Y.:  J.  B.  Lyon,  1914),  p.41. 

31.  15th  AR  (1908),  p.  37;  16th  AR  (Albany,  N.Y.:  J.  B.  Lyon,  1910),  p.  23. 
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institution.  Equally  troublesome  were  the  many  epileptic  imbeciles, 
idiots,  and  dements.  Initially  Craig  Colony  tried  to  disclaim  respon- 
sibility for  the  care  of  these  most  helpless  and  difficult  of  epileptics, 
petitioning  the  state  to  create  a  separate  institution  large  enough  to 
hold  them  all,  but  it  failed.  Even  though  Letchworth  Village  was 
opened  in  1911  to  hold  this  class  of  patients,  it  could  not  accept  all 
of  them  and  there  continued  to  be  large  numbers  of  enfeebled 
patients  requiring  a  great  deal  of  care  at  Craig  Colony  for  all  of  the 
Colony's  history.32 

Within  the  patient  case  records,  negative  comments  most  often 
took  one  of  two  forms:  comments  about  family  backgrounds  and 
remarks  about  patients'  "epileptic"  or  "epileptoid"  personalities. 
While  hereditarians  admitted  that  a  "defective  taint"  in  an  individu- 
al's background  did  not  always  lead  to  abnormal  behavior  or  sub- 
normal intelligence,  they  felt  it  was  the  key  predisposing  factor 
in  cases  of  non-traumatic  epilepsy.  At  Craig  Colony,  during  the 
admission  process  doctors  interrogated  patients'  families  and  physi- 
cians about  the  incidence  of  seizures,  mental  illness,  mental  retarda- 
tion, tuberculosis,  syphilis,  migraine,  and  criminality  in  patients' 
families.  Using  highly  charged  language  borrowed  from  the  national 
eugenics  movement,  both  Spratling  and  Shanahan  fought  hard,  if 
unsuccessfully,  for  legislation  which  would  restrict  the  rights  of 
epileptics  to  marry  and  to  reproduce.  Spratling,  in  particular,  em- 
phasized the  importance  of  secluding  epileptics  at  Craig  Colony.  He 
argued  that  "we  cannot  place  a  money  value  on  the  good  to  Society, 
to  the  epileptic,  and  to  a  growing  posterity  of  the  effective  removal 
from  society  of  people  of  this  class."33 

Few  of  the  early  Craig  Colony  family  histories  are  as  richly 
detailed  as  those  of  Mark  Feinstein  and  the  MacDowells.  Most 
common  are  short  references  to  alcoholic  or  syphilitic  parents,  fami- 
lies with  histories  of  tuberculosis  or  migraine  headaches,  or  siblings 
who  also  had  seizures.34  Even  in  cases  with  no  reports  of  hereditary 
weaknesses,  epileptic  patients  were  described  in  language  which 
evoked  eugenicist  arguments.  For  example,  the  epilepsy  of  a  young 


32.  11th  AR  (n.p.:  n.p,  1904),  pp.  8-9;  12th  AR  (n.p.:  n.p.,  1905),  p.  9. 

33.  William  P.  Spratling,  "An  Ideal  Colony  for  Epileptics  and  the  Necessity  for 
the  Broader  Treatment  of  Epilepsy,"  in  Letchworth,  ed.,  Transactions  of  the  National 
Association,  p.  29.  William  T.  Shanahan,  "Why  the  Marriage  of  Defectives  Should 
be  Prevented  When  Possible,"  Epilepsia,  1914-1915,  5:94-100. 

34.  Craig  Colony,  patient  case  numbers  02240,  02345,  03108,  03130,  04150, 
04274,  04334,  04452,  04539,  04884,  02240,  03193,  and  03195. 
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Russian  Jew  was  attributed  to  "sub-evolution";  a  young  male  with 
myoclonic  seizures  (shock-like  contractions  of  a  portion  of  a  mus- 
cle, an  entire  muscle,  or  a  group  of  muscles)  was  described  as 
having  "heavy  unintelligent  features"  and  facial  asymmetries;  a 
troublesome  teenager  with  few  seizures  was  dismissed  as  a  "psycho- 
pathic degenerate."35  In  a  similar  fashion,  the  discussion  of  patients' 
"epileptoid"  personality  traits  was  linked  through  imagery  to  hered- 
itarian  themes.  According  to  the  larger  medical  literature,  epileptics 
were  often  irritable,  demanding,  hypercritical,  and  unreliable,  and 
the  medical  staff  at  Craig  Colony  found  all  of  these  weaknesses  and 
more.  Their  patients'  faults  were  almost  always  faults  of  excess 
which  implicitly  located  them  at  the  bottom  of  the  evolutionary 
ladder  for  those  early-twentieth-century  neurologists  who  believed 
"that  restraint  is  the  highest  function  of  nerve  cells  and  that  self- 
control  and  the  capacity  for  being  controlled  are  higher  functions 
than  the  liberation  of  energy."36 

Again  and  again  the  Craig  Colony  doctors  characterized  pa- 
tients as  lacking  in  restraint,  as  having  lost  control  over  their  wills 
as  well  as  their  bodies.  They  were  fault-finding,  irritable,  quick- 
tempered, and  undisciplined.  Many  had  gluttonous,  "unnatural" 
appetites;  others  had  physical  anomalies  of  the  sort  expected  in 
"inferior"  types.  Fred  L.  was  a  case  in  point.  The  child  of  an  alco- 
holic, epileptic  mother,  he  had  been  undersized  as  a  baby  and  slow 
to  develop.  At  maturity,  he  was  seen  by  the  Craig  Colony  doctors 
as  singularly  "unpromising"  in  appearance,  with  his  "small  and 
asymmetrical  head,"  "forehead  low  and  bulging,"  "eyebrows  over- 
hanging," eyes  deepset  and  close.  Admitted  in  1915  at  age  20,  he 
was  not  discharged  until  28  years  later.  Also  anomalous  were  the 
malformed  genital  organs  of  some  patients,  especially  males.  Males 
were  reported  to  have  both  abnormally  small  and  abnormally  large 
genitalia;  there  also  were  a  number  of  effeminate  "fat  boy  types"  — 
who  provided  still  more  evidence  of  the  unnatural  nature  of  epilep- 
tics.3 The  whole  body  of  a  19-year-old  female  patient  admitted  in 

35.  Craig  Colony,  patient  case  numbers  03142,  03146,  and  01587. 

36.  William  Gowers,  as  cited  in  James  Mcllraith,  "The  Aetiology  of  Convulsions 
in  Infancy  and  Childhood,"  (Manchester)  Medical  Chronicle,  November  1906,  p. 
85. 

37.  Craig  Colony,  patient  case  numbers  04333,  04340,  and  03965.  For  sample 
comments  about  gluttony,  see  patient  case  numbers  08516,  08898,  09390,  11278, 
1 1294,  and  1 1429.  For  examples  of  comments  on  gender  anomalies,  see  cases  03695 
and  08525.  A  contemporary  psychiatrist  comments  that,  in  retrospect,  many  of  the 
facial  qualities  seen  as  characteristic  of  epileptics  could  have  been  acquired  as  a  result 
of  damages  caused  by  falls  during  seizures  and  by  soft  tissue  hypertrophy  due  to 
chronic  medication  (G.  W.  Fenton,  "Epilepsy,  Personality,  and  Behavior,"  in  Research 
Progress  in  Epilepsy,  ed.  F.  Clifford  Rose  [London:  Pitman,  1973],  p.  198). 
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1910  was  described  as  "asymmetrical,"  partly  as  a  result  of  the  fall 
from  a  third  story  window  at  the  age  of  13  months  which  had 
caused  her  epilepsy.  Susan  B.  quickly  deteriorated  into  a  "filthy 
imbecile"  who  died  less  than  two  years  after  admission.  When  the 
staff  prepared  her  body  for  autopsy,  they  found  a  maggot  between 
her  toes. 

The  readiness  of  the  Craig  Colony  doctors  to  label  most  pa- 
tients "morons"  or  "imbeciles,"  even  when  there  was  contradictory 
evidence,  also  suggests  their  ready  acceptance  of  negative  stereo- 
types. Thus,  at  admission,  they  described  many  patients  as  having 
deficits  of  intelligence  equal  to  their  excesses  of  behavior,  even 
when  other  evidence  in  the  same  case  histories  contradicted  such 
assessments.  Here  the  Craig  Colony  doctors  also  were  ignoring  the 
medical  truism  that  new  patients  whose  families  had  overdosed 
them  with  bromides  frequently  showed  a  variety  of  physical  and 
mental  problems,  including  intellectual  apathy  and  loss  of  memory. 
While  there  were  a  number  of  patients  of  obviously  limited  intelli- 
gence, especially  small  children,  others  characterized  as  imbeciles 
or  morons  did  not  seem  to  merit  that  appellation.  For  example,  one 
so-called  "moron,"  George  H.,  admitted  to  Craig  Colony  in  1897, 
left  each  summer  to  work  for  a  nearby  farmer  who  much  appreci- 
ated his  help.  At  one  point  George  wrote  a  long  and  eloquent  letter 
to  the  superintendent  complaining  about  his  treatment  at  Craig 
Colony.  Although  the  doctors  eventually  decided  that  he  was  ready 
for  discharge,  they  continued  to  view  him  as  mentally  retarded. 
And  George's  case  was  not  atypical;  initial  judgments  of  limited 
intelligence  almost  always  prevailed  for  the  duration  of  a  patient's 
stay,  no  matter  what  the  evidence  to  the  contrary.39 

38.  Craig  Colony,  patient  case  numbers  04333  and  03185.  For  other  examples, 
see  also  patient  case  numbers  00966,  00321,  02240,  02288,  03189,  04288,  04333, 
and  04334. 

39.  Craig  Colony,  patient  case  number  00087.  See  also  cases  00177  and  13155. 
For  the  impact  of  bromides,  see  Harriet  C.  B.  Alexander,  "Abuse  of  the  Bromides," 
Alienist  and  Neurologist,  1896,  17:279-284;  Ben  Karpman,  "Bromide  Delirium  — 
Part  I,"  State  Hospital  Quarterly,  1921,  7:66-114.  Even  the  first  superintendent  of 
Craig  Colony  wrote  an  essay  reprimanding  family  doctors  for  their  tendency  to 
overprescribe  bromides;  see  William  P.  Spratling,  "The  Treatment  of  Medicine  by 
the  G.P.,"  American  Medicine,  1903,  5:53—55.  Some  doctors  were  more  skeptical 
than  the  Craig  Colony  staff  of  the  value  of  testing  the  intelligence  of  epileptics  using 
the  Binet-Simon  test,  introduced  into  the  United  States  in  1908.  In  a  long  essay  in 
Epilepsia,  Edwin  W.  Katzenellenbogen,  a  psychopathologist  at  the  New  Jersey  State 
Village  for  Epileptics,  argued  against  giving  a  test  devised  for  normal  children  to 
abnormal  individuals,  including  adults.  While  it  might  help  doctors,  he  wrote,  make 
a  quick  evaluation  of  someone's  mentality,  it  ignored  the  extent  to  which  epilepsy 
involved  a  progressive  deterioration  of  the  mind.  He  also  claimed  that  epileptics 
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Stereotypes  about  epileptoids  also  made  it  easier  for  the  Craig 
Colony  staff  to  overlook  serious  instances  of  neglect  and  abuse.  In 
1917,  a  committee  of  patients'  relatives  organized  a  petition  drive 
to  get  rid  of  an  abusive  nursing  supervisor  but  their  complaints  had 
no  effect.  William  Shanahan,  then  superintendent  of  Craig  Colony, 
dismissed  the  allegations  with  the  remark  that  epileptics  tend  to  be 
unreliable  and  to  "crave  sympathy."  He  included  similar  comments 
in  the  files  of  many  dissatisfied  patients,  saying,  for  example,  of  one 
35-year-old  woman,  "As  is  common  with  epileptics,  Margaret  is 
very  prone  to  magnify  her  complaints  and  considers  herself  seri- 
ously ill  or  injured  when  the  true  facts  are  that  it  is  onlv  of  minor 
importance. 

More  devastating  indices  of  Craig  Colony's  inability  to  care 
well  for  its  many  patients  are  the  clinical  descriptions  of  patients' 
injuries  included  in  many  files:  notes  about  inexplicable  bite  marks, 
the  postmortem  finding  of  small  abrasions  suggestive  of  strangula- 
tion on  the  neck  of  a  young  girl,  the  middle-aged  woman  who  died 
of  multiple  fractures  after  she  had  complained  repeatedly  about  the 
violence  of  other  patients.  In  the  early  1920s,  a  doctor  noted  with- 
out comment  the  discovery  of  a  55-year-old  "dirty  low  grade" 
woman  with  bruised  labia  who  was  bleeding  from  the  vagina.  An- 
other recorded  eight-year-old  Benedict's  claims  of  having  been  raped 
by  a  fellow  patient  for  10  cents;  in  subsequent  examinations  the 
doctor  found  that  the  boy  had  an  inflamed  rectum  "due  to  perverted 
sexual  acts,"  although  this  abuse  was  never  reported  to  the  child's 
parents.  The  parents  saw  enough  other  problems  during  their  visits 
to  Craig  Colony  eventually  to  remove  him.  They  were  particularly 
upset  when  they  noticed  that  Benedict's  mouth  was  "full  of  ulcerated 
teeth,  with  swollen  and  festered  bleeding  gums  and  pus."  How  could 
the  child  even  chew  his  food,  his  indignant  father  asked.  Although 


were  more  likely  to  fail  because  of  psychomotor  problems,  exclusion  from  many 
public  schools,  and  their  lack  of  "the  common  experiences  of  life  caused  by  the 
necessity  of  early  confinement"  ("A  Critical  Essay  on  Mental  Tests  in  their  Relation 
to  Epilepsy,"  Epilepsia,  1912-1914,  4:130-173). 

40.  Craig  Colony,  patient  case  numbers  03666  and  04274.  See  also  patient 
case  numbers  03195,  03666,  and  04334.  Spratling  also  argued  that  patients  who 
experienced  distress  when  about  to  have  a  seizure  (for  example,  feeling  as  if  being 
choked)  sometimes  subsequently  unjustly  accused  their  attendants  of  violence.  He 
also  described  four  patient  attacks  on  employees,  including  one  with  a  pitchfork 
which  fractured  a  farm  laborer's  skull  {12th  AR  (1905),  p.  24).  However,  his  succes- 
sor, William  Shanahan,  admitted  that  many  attendants,  especially  male,  were  of 
poor  quality.  Large  numbers  were  dismissed  each  year  for  insubordination,  alcohol 
abuse,  and  assaults  on  patients  (20th  AR  (1914),  p.  30). 
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the  superintendent  promised  to  get  the  boy  dental  care,  the  son 
continued  to  complain  about  Craig  Colony  to  his  parents  until  they 
eventually  took  him  home  for  a  vacation  and  never  returned  him. 
Benedict,  his  father  commented,  was  not  yet  12  years  old  and,  if  he 
could  not  be  helped  at  Craig  Colony,  he  at  least  deserved  school 
and  freedom.41 

External  agencies  such  as  charity  bureaus  and  local  welfare 
offices  sometimes  used  even  stronger  negative  language  than  did  the 
Craig  Colony  doctors  and  their  notes  too  became  part  of  a  patient's 
permanent  record.  In  particular,  such  agencies  had  little  sympathy 
for  the  emotional  state  of  patients'  families.  When  the  superinten- 
dent of  Craig  Colony  complained  to  "the  Associated  Charities"  of 
Newburgh  about  the  unrealistic  expectation  of  a  Russian  Jewish 
family  that  Craig  Colony  could  cure  its  child's  epilepsy,  the  assistant 
secretary  there  indignantly  denied  that  she  had  encouraged  the  fam- 
ily in  any  way.  "As  you  must  know,"  she  added,  "we  deal  with  a 
very  low  type  of  people  here  who  will  tell  almost  any  story  to  gain 
their  own  ends  .  .  .  with  them  it  is  immediate  cure  or  kill."42 

While  the  Craig  Colony  staff  clearly  drew  its  organizing  meta- 
phors and  concepts  from  the  larger  medical  literature  of  the  day, 
notes  taken  on  individual  patients  inevitably  also  offered  details 
which  worked  against  negative  stereotypes.  As  the  case  of  the  Mac- 
Dowells  suggests,  when  doctors,  teachers,  and  attendants  interacted 
with  patients,  they  saw  them  through  ideological  filters  which  were 
not  sufficiently  powerful  to  blind  the  staff  to  all  positive  qualities. 
This  was  particularly  true  with  some  of  the  adult  patients  whose 
seizures  had  not  impaired  their  intellect,  but  even  the  most  mischie- 
vous children  had  their  supporters,  as  the  story  of  the  MacDowell 
family  shows.  Anthony  B.,  for  example,  was  re-admitted  to  Craig 
Colony  in  1915  after  a  period  as  a  worker  at  the  Buffalo  General 
Hospital.  When  the  staff  there  reluctantly  decided  he  was  having 
too  many  seizures  to  deliver  food  safely,  they  asked  the  doctors 
at  Craig  Colony  to  show  him  particular  courtesy.  Described  as 
"exceedingly  bright,"  he  became  a  favorite  of  one  of  the  supervisors 
who  regularly  took  him  out  for  car  rides.  Patients  who  were  "good 
workers"  were  also  much  appreciated.43 


41.  Craig  Colony,  patient  case  numbers  03139,  02325,  02515,  04288,  and 
04296. 

42.  Craig  Colony,  patient  case  number  04311. 

43.  Craig  Colony,  patient  case  number  04037.  See  also  patient  case  numbers 
01087,  04333,  and  04895. 
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Families  and  Epilepsy 

The  Craig  Colony  patient  case  files  do  not  capture  the  full  range  of 
families'  responses  to  relatives  with  epilepsy.  Those  who  did  not 
institutionalize  members  are  excluded,  as  are  those  who  failed  to 
offer  many  details  on  Craig  Colony  admission  questionnaires.  It  is 
difficult  to  determine  if  the  silence  of  the  latter  reflected  difficulties 
with  the  forms  or  a  distancing  from  the  prospective  patient.  Most 
revealing  of  family  views  is  the  correspondence  between  family 
members  and  the  Craig  Colony  superintendent  which  filled  many 
files.  In  addition,  lists  of  gifts  sent  to  patients  and  the  records  of 
visits  also  suggest  in  a  more  indirect  way  families'  concern  for 
institutionalized  relatives  in  early-twentieth-century  New  York. 

To  the  irritation  of  the  Craig  Colony  doctors,  family  letters 
suggest  that  a  surprisingly  high  number,  including  some  parents  of 
severely  handicapped  small  children,  hoped  that  the  Craig  Colony 
doctors  could  cure  their  relatives  or  at  least  educate  those  who  had 
been  denied  access  to  the  public  schools.  For  example,  in  1915, 
after  visiting  her  27-year-old  sister  at  Craig  Colony,  one  woman 
wrote  angrily  to  Superintendent  Shanahan,  "It  was  a  great  trial  for 
me  to  be  tied  down  with  the  care  of  her  but  if  you  do  not  doctor 
her  and  only  make  a  home  for  her  she  might  better  be  with  me  as  I 
never  left  her  to  fall  down  stairs  ....  We  had  been  informed  that 
they  treated  Epilepsy  successfully  at  the  Colony  and  were  advised 
to  send  her  there  for  that  reason."  A  few  families  used  short  stays 
at  Craig  Colony  as  a  means  of  regaining  control  over  rebellious 
adolescents,  a  strategy  also  unacceptable  to  Craig  Colony's  doctors 
who  did  not  see  themselves  as  running  a  high  security  institution.44 

Because  they  saw  Craig  Colony's  most  important  mission  to 
be  the  provision  of  life-long  custodial  care,  Craig  Colony's  doctors 
between  1900  and  1920  often  refused  familial  requests  to  remove 
patients.  In  several  cases,  families  hired  lawyers  or  complained  to 
New  York's  Commissioner  of  Mental  Hygiene  in  order  to  get  epilep- 
tics discharged.  For  example,  Susan  L.'s  family  were  able  to  remove 
the  16  year  old  in  1920  only  after  hiring  a  lawyer  to  get  a  Supreme 


44.  For  the  sister's  complaint,  see  Craig  Colony,  patient  case  number  04263. 
Stephen  M.  was  one  such  rebellious  adolescent.  Sent  to  Craig  Colony  in  1904,  after 
seven  years  he  was  discharged  as  a  "psychopathic  degenerate"  with  whom  Craig 
Colony  could  not  cope  (patient  case  number  01587;  see  also  patient  case  numbers 
03138  and  03184).  In  both  annual  reports  and  case  histories,  the  Craig  Colony 
doctors  insisted  that  they  could  not  accept  delinquent  epileptics  because  Craig  Col- 
ony was  not  set  up  to  provide  close  supervision  {21st  AR  (1915),  p.  76). 
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Court  order  of  discharge.  The  disgusted  Shanahan  described  Susan 
as  "quite  well  developed  physically  ...  to  such  an  extent  that  she 
would  required  more  than  the  average  supervision  for  her  protec- 
tion." Most  often  families  simply  did  not  return  patients  sent  home 
on  officially  sanctioned  vacations.  As  the  father  of  a  sick  seven- 
year-old  commented,  "I  cannot  stand  any  longer  to  see  her  in  that 
sickly  hole  all  the  time."  Some  parents  missed  their  children  and 
needed  their  help.  For  example,  Anne  P.,  admitted  to  Craig  Colony 
at  age  17,  was  taken  home  by  her  father  a  year  later  after  her  mother 
became  very  ill.45 

Despite  some  relatives'  eagerness  to  take  epileptics  home  after 
short  stays  at  Craig  Colony,  they  still  recognized  the  social  stigma 
attached  to  epilepsy.  Many  complained  that  their  children  were  not 
allowed  to  attend  public  school;  one  said  poignantly  that  her  son 
had  "never  been  happy"  since  his  seizures  had  begun.  Inevitably 
families  shared  some  of  the  popular  stereotypes  about  those  with 
fits,  even  if  they  viewed  their  own  relatives  as  exceptions.  For  exam- 
ple, the  foster  mother  of  a  12-year-old  girl  kept  her  home  at  the 
end  of  the  child's  first  vacation  from  Craig  Colony  on  the  grounds 
that  "she  has  such  light  attacks  it  seems  a  pity  to  put  her  where  she 
can  see  so  many  unfortunate  ones."  Especially  during  its  first  two 
decades,  Craig  Colony  admitted  a  number  of  adults  whose  seizures 
dated  back  to  childhood.  These  chronic  cases  most  often  spent  the 
rest  of  their  lives  at  the  institution;  many  lived  on  into  the  1940s. 
As  the  mother  of  one  such  woman  commented,  "Poor  child  it  would 
be  better  if  she  passed  away."  Another  long-term  patient  was  a  rare 
example  of  exactly  the  kind  of  patient  most  prized  by  the  Craig 
Colony  medical  staff.  Admitted  to  Craig  Colony  in  1901  at  the  age 
of  28,  George  E.  died  there  in  1944.  Described  as  cheerful,  con- 
tented, and  popular,  George  served  for  a  number  of  years  as  the 
president  of  the  all-male  Colonists'  Club.  But,  ever  the  perfect  gen- 
tleman, he  shielded  his  family  members  from  his  situation,  corre- 
sponding with  them  for  many  years  on  the  condition  that  they  never 
try  to  visit  him. 

Conclusion 

How  and  when  do  these  three  different  accounts  of  epilepsy  inter- 
sect? What  was  their  relative  power?  Certainly  during  the  years 


45.  Craig  Colony,  patient  case  numbers  04442,  045651,  and  03141. 

46.  Craig  Colony,  patient  case  numbers  04895,  04150,  03138,  and  01084. 
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between  1900  and  1920,  there  were  clear  group  differences  — 
between  the  general  medical  writings,  the  annual  reports  and  clini- 
cal notes  of  Craig  Colony  doctors,  and  letters  written  by  the  families 
of  Craig  Colony  patients  —  as  well  as  similarities.  Those  most 
hostile  toward  epileptics  were  also  the  most  distant  (in  terms  of 
the  experiences  of  authors  or  intended  audiences)  from  direct  or 
frequent  contact  with  epileptics.  (Here  I  include  articles  from  medi- 
cal journals,  both  specialized  and  general,  textbooks,  and  essays  in 
medico-criminology.)  Their  accounts  were  often  shaped  by  political 
agendas,  such  as  the  desire  to  generate  support  for  eugenics  legisla- 
tion or  the  construction  of  state-supported  institutions  for  epilep- 
tics. They  also  expressed  the  medical  profession's  frustration  at  its 
inability  to  control  epilepsy  or  even  to  define  it  very  effectively. 

Families,  by  contrast,  showed  the  least  fear  of  epileptics  and 
the  greatest  tendency  to  see  seizures  as  but  one  manifestation  of 
complex  personal  identities.  They  revealed  their  attitudes  toward 
epilepsy  in  letters  written  to  the  superintendent  of  Craig  Colony,  as 
well  as  in  their  answers  to  the  questions  in  the  family  history  forms 
filled  out  at  the  time  of  a  patient's  admission.  It  is  hardly  surprising 
that  relatives  used  a  less  technical  and  formal  language  in  letters 
than  did  doctors  in  medical  journals  but,  in  addition,  family  materi- 
als almost  never  suggested  the  fear  of  the  epileptic's  loss  of  control 
and  of  the  impulsive  "epileptoid"  personality  which  pervaded  the 
medical  literature.  Family  materials  had  their  shared  themes  for, 
like  doctors,  families  wanted  to  understand  epilepsy,  to  explain 
what  remained  the  inexplicable.  Yet,  while  they  feared  epilepsy,  they 
seldom  feared  the  epileptic. 

The  physicians  and  attendants  at  Craig  Colony  fell  between 
these  two  extremes.  They  also  expressed  their  views  in  a  variety  of 
ways,  ranging  from  formal  articles  to  scribbled  notes  in  case  histor- 
ies. In  the  early  days  of  Craig  Colony,  its  medical  staff  took  an 
active  part  in  and  even  led  the  discussion  of  epilepsy  going  on  within 
the  profession  at  large.47  The  materials  generated  belong  best  in  the 

47.  The  most  productive  were  the  first  two  superintendents,  William  P.  Spratling 
and  W.  T.  Shanahan,  and  also  L.  Pierce  Clark,  first  assistant  physician  for  a  number 
of  years.  Craig  Colony's  early-twentieth-century  pathologist  B.  Onuf  also  published 
a  number  of  articles  on  his  research.  Spratling's  works  include  a  five-hundred-page 
tome  Epilepsy  and  its  Treatment  (Philadelphia,  Pa.:  W.  B.  Saunders,  1904),  plus 
many  articles  in  journals  like  American  Medicine  and  the  American  Journal  of 
Insanity.  He  was  also  an  early  president  of  the  National  Association  for  the  Study 
of  Epilepsy  and  the  Care  and  Treatment  of  Epileptics.  During  the  first  20  years  of 
his  superintendency,  Shanahan  wrote  articles  for  the  Psychiatric  Quarterly,  the  Jour- 
nal of  Nervous  and  Mental  Disease,  the  Medical  Review  of  Reviews,  and  the  New 
York  State  Journal  of  Medicine,  among  others.  L.  Pierce  Clark  was  perhaps  the  most 
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first  category  of  general  medical  writings.  Intended  for  a  somewhat 
more  restricted  audience  were  the  Craig  Colony  superintendent's 
annual  reports  to  the  state  legislature.  Finally,  the  medical  staff  took 
patients'  case  histories  at  admission  (thus  shaping  to  some  extent 
families'  stories),  wrote  subsequent  notes  on  physical  and  mental 
health,  and  answered  relatives'  letters.  Staff  doctors  and  teachers  at 
the  Craig  Colony  School,  whose  contact  with  patients  was  much 
closer  than  that  of  the  superintendents,  were  more  likely  to  articu- 
late individual  differences,  although  they  peered  at  the  latter 
through  the  distorting  lens  of  their  medical  training. 

The  three  early-twentieth-century  discourses  on  epilepsy  came 
together  in  the  Craig  Colony  patient  case  histories,  and  the  different 
ways  in  which  they  intersected  support  Goffman's  observation 
about  stigmatization.  Even  for  the  most  "defective"  of  the  Colony's 
patients,  the  burden  of  stigmatization  was  not  predictable.  For  ex- 
ample, families,  even  of  multiply  handicapped  children,  were  some- 
times able  to  deny  the  meaning  of  seizures  for  many  years.  A  few 
fortunate  epileptics  categorized  as  "feeble-minded"  at  admission  to 
Craig  Colony  subsequently  met  teachers  able  to  see  their  intellectual 
potential.  While  most  patients  admitted  before  1920  died  at  Craig 
Colony,  some  left  and  found  jobs  outside  Craig  Colony  as  long  as 
10  or  20  years  after  admission. 

Over  time,  the  three  discourses  on  epilepsy  also  changed  at 
different  rates.  Initially  the  most  negative,  by  the  late  1940s  the 
general  medical  literature  was  more  positive  than  the  Craig  Colony 
annual  reports  and  patient  case  notes.  Its  tone  had  begun  to  alter 
first  during  the  1920s  and  1930s  when  the  locus  of  its  principal 
authors  changed  from  the  intellectual  and  often  physical  isolation 
of  colonies  to  the  more  collegial  atmosphere  of  the  universities  and 
specialized  neurological  clinics  in  large  cities.  With  the  subsequent 
advent  of  increasingly  effective  anticonvulsants,  the  medical  litera- 
ture became  even  more  optimistic.  General  journals  showed  less 
concern  with  seizures  and,  in  specialized  journals,  highly  technical 
discussions  of  the  brain  began  to  replace  descriptions  of  "epilep- 
toid"  personalities. 


prolific  of  all  and  gained  fame  for  his  Freudian  view  of  seizures  which  he  published 
in  both  specialized  and  general  audience  medical  journals.  Sometime  in  the  late 
1920s,  the  Craig  Colony  lost  this  leadership  role  to  those  more  involved  in  "pure" 
neurological  research,  often  at  universities,  and,  by  the  time  Craig  Colony  closed  in 
1967,  its  medical  staff  was  publishing  little  of  note. 
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After  1920,  the  Craig  Colony  medical  staff  wrote  less  and  less 
for  their  colleagues  elsewhere,  although  they  continued  to  produce 
annual  reports  to  present  to  the  New  York  State  legislature  and  to 
make  notes  in  patient  records.  The  tenor  of  their  writings  changed 
more  slowly  than  did  that  of  published  articles  and  books.  Particu- 
larly striking  is  the  continuation  of  extremely  negative  stereotypes 
about  epilepsy  long  after  they  had  become  uncommon  in  the 
broader  medical  literature,  possibly  because,  as  the  century  ad- 
vanced, the  most  "promising"  patients  were  kept  at  home  or  sent 
to  Craig  Colony  for  only  a  short  period  of  time  to  stabilize  their 
medications.  As  a  result,  Craig  Colony  staff  increasingly  was  forced 
to  focus  on  just  the  sort  of  patients  it  had  attempted  for  many  years 
to  keep  out  of  the  institution:  epileptics  with  difficult-to-control 
seizures  and  multiple  handicaps.  (Eventually,  the  Craig  Colony  for 
Epileptics  became  the  Craig  Developmental  Center  and  began  to 
devote  itself  to  those  with  developmental  disabilities.) 

As  epileptics  were  increasingly  sorted  into  two  groups,  those 
whose  seizures  could  be  controlled  and  the  rest,  family  views  of 
epilepsy  split  as  well.  By  the  late  1940s,  many  sent  relatives  to  Craig 
Colony  for  periods  as  short  as  two  months,  then  brought  them  home 
again.  A  second  group  of  patients,  consisting  largely  of  severely 
handicapped  young  children,  were  less  fortunate.  Most  spent  their 
entire  lives  at  the  institution.  But  even  the  lucky  ones,  able  to  return 
home  with  their  seizures  under  control,  did  not  totally  escape  the 
stigma  so  long  attached  to  the  "falling  sickness."  Even  now,  in 
the  late  twentieth  century,  those  with  epilepsy  continue  to  struggle 
against  social  bias  and  prejudice,  in  the  workplace,  at  schools,  in 
hospitals,  and  within  their  own  families.  Many  continue  to  try  to 
hide  their  disease,  although  the  resulting  fear  of  disclosure  can  be 
as  painful  as  the  actual  experience  of  discrimination.  The  social 
burden  of  epilepsy  has  lightened  but  not  lifted.48 
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48.  Scambler  and  Hopkins,  "Generating  a  Model  of  Epileptic  Stigma." 


Staff  Needs  and  Patient  Care:  Seclusion 
and  Restraint  in  a  Nineteenth-Century 
Insane  Asylum 

PATRICIA  D' ANTONIO* 

Of  all  the  images  surrounding  the  history  of  reform  in  the  treatment 
of  the  mentally  ill,  perhaps  none  captures  the  imagination  and  hope 
as  powerfully  as  that  of  Philippe  Pinel  striking  the  iron  chains  from 
the  bodies  of  insane  inmates  at  Bicetre  in  late  eighteenth-century 
France.  The  depiction  of  that  gesture  dramatically  invoked  the  era's 
new  humanitarian  sensibility.  This  thinking  repudiated  older  no- 
tions of  the  insane  as  lunatics  needing  brutalizing  control,  and  em- 
braced new  ideas  of  the  insane  as  fellow  "men  and  brethren" 
deserving  kind  and  compassionate  treatment.  It  rejected  physical 
control  of  the  patient  as  a  treatment  of  first  resort,  and,  as  perhaps 
its  most  enduring  legacy  to  clinicians  today,  emphasized  gentler 
methods  of  social  control  in  a  domestic  setting. 

The  Quaker  "Asylum  for  the  Relief  of  Persons  Deprived  of  the 
Use  of  their  Reason,"  which  opened  in  Philadelphia  in  1817,  was 
committed  to  these  humanitarian  ideas,  and  to  the  form  these  ideas 
found  in  the  moral  therapies  developed  by  Quakers  at  the  York 
Retreat  in  England.  Moral  treatment,  as  conceived  at  the  Retreat 
and  as  practiced  at  the  Philadelphia  Asylum,  was  a  lay  therapy, 
carried  out  by  philanthropic  men  and  women  outside  the  field  of 
medicine.  It  took  the  model  of  Quaker  domesticity  and  applied  it 
to  both  the  care  and  control  of  the  insane.  Through  its  structure, 
its  daily  routine,  and  its  strategies  to  induce  self-control,  moral 
treatment  created  the  ideal  of  a  well-ordered  family  in  which  insane 
persons  could  have  again  experience  of  themselves  as  honorable 
Quakers  living  in  a  proper  Quaker  household.  Still,  the  head  of  a 
good  Quaker  household  was  responsible  for  the  pervasive  discipline 
of  household  members.  With  patients  at  the  Asylum,  as  with  chil- 
dren at  home,  gentle  words,  calculated  "indulgences,"  stern  warn- 
ings, and  fitting  punishments  "checked"  the  wayward  propensities 
of  the  more  "mischievous"  inmates  and  taught  the  very  real  benefits 


*  Research  for  this  paper  has  been  supported  by  grants  from  the  National  Institute  of 
Mental  Health  and  the  American  Nurses'  Foundation.  I  wish  to  thank  Joan  Lynaugh,  R.N., 
Ph.D.,  for  her  generous  comments  on  an  earlier  draft. 

411 

Transactions  &  Studies  of  the  College  of  Physicians  of 
Philadelphia,  Ser.  5,  Vol.  13,  No.  4  (1991);  411-423 
©  1991  by  The  College  of  Physicians  of  Philadelphia. 


412 


Patricia  D'Antonio 


of  self-restraint.  The  "natural  tendency"  of  physical  restraint,  Sam- 
uel Tuke  argued  of  the  Retreat's  experience,  was  found  to  under- 
mine this  process.  It  worked  only  to  "degrade  the  mind  of  the 
patient,  and  to  make  him  indifferent  to  those  moral  feelings  which, 
under  judicious  direction  and  encouragement,  are  found  capable, 
in  no  small  degree,  to  strengthen  the  power  of  self-restraint." 1 

More  pragmatically,  moral  treatment  also  granted  the  insane 
the  residual  power  of  deductive  reasoning,  of  being  able  to  form 
logical  connections  in  their  daily  lives  between  their  behavior  and 
its  rewards  or  sanctions.  "They  quickly  perceive,"  Tuke  concluded, 
"or  if  not  they  are  informed  on  the  first  occasion,  that  their  treat- 
ment depends,  in  great  measure,  on  their  conduct."  Self-control 
brought  not  only  self-respect  and  the  respect  of  others  for  the  men- 
tally ill,  it  also  brought  better  ward  assignments,  more  indulgences, 
and  the  freedom  to  walk  about  the  institution's  grounds  at  will. 
The  lack  of  self-control,  conversely,  brought  more  gloomy  ward 
environments,  fewer  privileges,  and  being  restricted  to  the  institu- 
tion's sitting  rooms.  Moral  treatment  brought  immediate,  concrete, 
enforceable,  and,  in  the  eyes  of  contemporaries,  gentler  social  sanc- 
tions which  emphasized  the  sensitivity  of  the  insane  to  the  same 
stimuli  which  drove  the  upright  behavior  of  their  saner 
counterparts.2 

Moral  treatment's  lay  domestic  ethos  seemed  to  work.  Theoret- 
ically, it  created  a  more  benevolent  way  to  approach  the  care  of 
the  insane.  In  practical  terms,  it  dramatically  reduced  the  need  for 
physical  restraint  and  coercion  in  all  but  the  most  recalcitrant  pa- 
tients. Anne  Digby,  in  her  study  of  the  York  Retreat,  found  that  only 
between  3  and  7  percent  of  the  patients  were  physically  restrained  at 
any  time  during  the  1820s  and  1830s.  In  my  study  of  the  Philadel- 
phia Friends  asylum,  I  found  only  between  3  and  4  percent  of 
patients  restrained  at  any  time  during  the  same  period.3 

1.  Samuel  Tuke,  Description  of  the  Retreat:  An  Institution  Near  York  for  Insane 
Persons  of  the  Society  of  Friends  (York,  England:  1813),  pp.  159-160.  For  a  more 
detailed  description  of  the  workings  of  this  domestic  ethos  at  the  Friends  Asylum  in 
Philadelphia,  see  Patricia  D'Antonio,  "The  Need  for  Care:  Families,  Patients,  and 
Staff  at  a  Nineteenth-Century  Insane  Asylum,"  Transactions  &  Studies  of  the  College 
of  Physicians  of  Philadelphia,  1990,  12:347-366. 

2.  Tuke,  Description  of  the  Retreat,  p.  159.  For  a  description  of  the  moral 
management  of  patients  at  the  Retreat  see  Anne  Digby,  Madness,  Morality,  and 
Medicine:  A  Study  of  the  York  Retreat  (New  York:  Cambridge  University  Press, 
1985),  pp.  57-87. 

3.  Digby,  Madness,  p.  80.  The  data  on  the  Friends  Asylum  has  been  recon- 
structed from  daily  entries  in  the  superintendents'  diaries  for  sampled  years  between 
1817  and  1832. 
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Despite  these  findings,  in  this  paper  I  will  argue  that  moral 
treatment,  in  its  pure  form  as  a  lay  therapy  built  around  a  lay 
domestic  ideal,  did  not  work.  Between  1817  and  1832,  the  period 
of  this  study,  the  staff  at  the  Philadelphia  Friends  Asylum  —  all 
Quakers  and  all  committed  to  the  success  of  this  "experiment"  — 
found  that  moral  treatment's  domestic  metaphor  of  "Asylum  as 
family"  simply  demanded  too  much  of  them  and  their  capacity  for 
tolerance  in  the  face  of  their  mentally  ill  patients'  disruptiveness. 
Ideally,  moral  treatment  promised  calmness  and  tranquility.  But,  in 
reality,  lay  staff  were  thrown  into  the  intimate  and  often  chaotic 
social  world  of  Asylum  life  with  only  their  own  individualized 
perceptions  and  their  own  pressing  needs  to  define  the  boundaries 
of  acceptable  patient  behavior.  This  situation  was,  as  the  Asylum 
staff  seemed  to  suspect,  inherently  repressive.  Eventually,  they  aban- 
doned moral  treatment  as  a  lay  therapy  alone,  and  in  1832  brought 
Thomas  Story  Kirkbride  and  the  medical  metaphor  he  embodied 
into  the  house. 

Granted,  the  Friends  Asylum  itself  remained  an  atypically 
small,  sectarian,  and,  except  for  its  pioneering  example,  fairly  mar- 
ginal private  institution  for  the  insane  in  the  early  nineteenth  cen- 
tury. But  the  staff's  day-to-day  experience  in  caring  for  its 
destructive  and  disruptive  patients  was  not  atypical.  Their  account 
of  their  experiences  —  a  story  described  in  rich  and  refreshingly 
candid  detail  in  the  daily  diaries  of  the  lay  superintendents  of  the 
institution  —  is  one  of  tension  and  negotiation:  the  Asylum  staff 
tested  a  theory  about  how  to  care  for  the  mentally  ill  against  the 
very  real  demands  of  day-to-day  life  with  them.  But  their  story  is 
also  one  of  a  very  real  and  very  persistent  problem  in  the  long  and 
thorny  history  of  reform  in  the  treatment  of  the  mentally  ill. 
Namely,  how  can  a  mentally  ill  person's  need  for  the  best  care 
possible  be  balanced  with  that  of  his  or  her  "family's"  equally 
pressing  and  equally  legitimate  need  —  whether  at  home  or  in  an 
institution  —  for  peace,  quiet,  orderliness,  and  tranquility?4 

4.  As  part  of  an  administrative  strategy  designed  to  help  visiting  managers 
maintain  a  vigilant  watch  over  the  new  experiment  of  moral  treatment,  the  Asylum's 
superintendents  had  to  keep  a  diary  of  each  day's  significant  events.  Between  1817 
and  1832,  the  diaries  were  kept  by  two  superintendents:  Isaac  Bonsall,  who  served 
from  1817-1823,  and  Edward  Taylor,  who  served  from  1823-1832.  The  form  of 
their  diaries,  however,  remained  consistent  through  both  superintendents'  tenures. 
Each  wrote  about  their  work:  that  done  about  the  house  and  that  accomplished  in 
the  Asylum's  fields  and  gardens.  Each  wrote  about  their  patients:  their  condition, 
the  moral  and  medical  remedies  applied,  the  reasons  for  the  chosen  strategies  and 
the  responses  of  both  patients  and  staff  to  the  particular  interventions.  Each  also 
wrote,  with  refreshing  candor  and  extraordinary  detail,  about  their  and  their  staff's 
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The  social  world  of  the  Friends  Asylum  in  the  early  nineteenth 
century  was  a  decidedly  Quaker  world.  Staff  and  patients  shared 
not  only  membership  in  the  Society  of  Friends,  but  also  a  bond 
forged  by  their  upbringing  in  a  religious  tradition  in  which  violence 
was  renounced  and  a  person's  word  was  a  person's  oath.  This  crucial 
dimension  of  the  Asylum's  daily  life,  however,  needed  no  direct 
explication:  core  Quaker  assumptions  about  how  to  live  life  harmo- 
niously with  other  had  already  found  their  expression  in  the  forms 
of  moral  therapies  developed  for  those  whose  behaviors  threatened 
this  harmony.  Deliberate  seclusion,  for  example,  was  as  much  a 
treatment  strategy  to  restrict  a  disruptive  patient  as  it  was  a  religious 
opportunity  for  that  patient  to  "keep  in  the  quiet"  and  attend  to 
"the  still  small  voice"  of  divine  instruction/  Likewise,  physical 
restraint  was  as  much  a  coercive  technique  to  contain  a  destructive 
patient  as  it  was  a  social  opportunity  for  that  patient  to  have  again 
the  experience  of  being  an  upright  Quaker  living  with  other  upright 
Quakers.  A  patient's  pledged  word  could  remove  the  restraints:  a 
patient  Thomas  M.,  according  to  the  superintendent,  "said  if  I 
placed  my  confidence  in  him  his  word  should  bind  him  so  as  to 
keep  him  as  secure  as  all  the  locks  and  bolts  in  the  house."  One's 
word,  though,  was  not  lightly  given:  As  the  superintendent  wrote 
with  some  grudging  respect,  Lemuel  C.  "would  not  agree  to  ...  a 
contract"  not  to  run  away  if  granted  more  freedom.  But  once  given, 
a  patient's  word  bound  the  staff  as  tightly  as  it  did  the  patient.  Staff, 
from  the  patients'  perspective,  had  as  much  responsibility  as  the 
patients  themselves  did  to  honor  their  end  of  an  honest  bargain.  As 
Jonathan  W.  succinctly  pointed  out  to  his  superintendent  when  he 
discovered  he  had  been  deceived  about  life  at  the  Asylum,  "without 
sufficient  reason  his  father  and  I  have  violated  our  engagement." 
This,  the  patient  continued,  "would  be  no  doubt  considered  by  him 
an  extenuation  of  [any]  breach  on  his  part."6 

These  day-to-day  social  interactions  among  staff  and  patients 
at  the  Asylum  wove  the  theoretical  prescriptions  of  moral  treatment 


feelings,  about  the  joys,  and  perhaps  more  interestingly,  about  the  frustrations  of 
working  with  insane  patients.  The  diaries  themselves  are  in  the  Haverford  College 
Quaker  Collection  (hereafter  HCQC),  Haverford,  Pennsylvania 

5.  I  would  like  to  thank  Charles  Cherry  for  drawing  my  attention  to  this  point. 
See  also  Thomas  Hamm,  The  Transformation  of  American  Quakerism:  Orthodox 
Friends,  1800-1907  (Bloomington,  Ind.:  Indiana  University  Press,  1988),  p.  5. 

6.  Superintendent's  Diary  (hereafter  SD),  HCQC,  13  February  1821,  17  August 
1831,  3  September  1818,  and  2  January  1828.  Here,  and  throughout  the  paper, 
patients'  names  have  been  changed  to  protect  confidentiality. 
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into  a  much  more  tangible  and  workable  form.  Staff  did  not  treat 
patients  as  if  they  had  the  latent  capacity  for  rationality  and  self- 
control.  They  treated  patients  as  if  that  capacity  was  completely 
realized:  as  if  patients  were,  in  fact,  reasonable,  sane,  fully  capable 
of  behavioral  control,  and  rational  enough  to  assume  complete 
accountability  for  their  behavior  if  they  chose  not  to  exercise  self- 
control.  The  staff  at  the  Friends  Asylum  took  this  assumption  of 
rationality  and  carried  it  to  its  logical  conclusion  when  patients 
lost  their  self-control.  In  the  absence  of  compelling  evidence  to  the 
contrary  —  namely  for  patients  with  diagnoses  of  idiocy,  epilepsy, 
dementia,  and  long-term  chronic  illness  —  they,  in  fact,  approached 
their  patients  as  if  their  loss  of  control  was  completely  volitional. 
Mary  B.'s  "awful"  language,  for  example,  landed  her  in  seclusion. 
"I  believe  she  can  control  her  feelings,"  her  superintendent  wrote, 
"which  makes  it  inexcusable  in  her." 

Moreover,  although  moral  treatment's  theoretical  prescriptions 
about  appealing  to  the  potential  powers  of  self-control  of  the  men- 
tally ill  carefully  described  what  staff  did  to  patients  to  distract 
them,  to  humor  them,  and  to  stimulate  patients'  dormant  desire  for 
self-respect  and  the  respect  of  others,  staff  at  the  Friends  Asylum 
also  worked  with  the  patients.  This  working  together  was  quite 
literal:  the  Asylum's  domestic  economy  depended  on  the  labor  of 
both  staff  and  inmates  together  to  care  for  sick  patients  and  put 
food  on  the  table,  in  order  to  cover  chronic  shortfalls  in  its  shoe- 
string budget.  Moral  treatment  labeled  this  treatment  as  therapeu- 
tic. But  the  pressing,  daily  realities  of  work  at  the  Asylum  —  crops 
had  to  be  tilled  and  meals  had  to  be  prepared  —  blurred  the  bound- 
ary between  a  therapeutic  opportunity  and  a  necessary  demand.  It 
also,  in  fact,  blurred  the  line  between  that  of  sane  staff  and  that  of 
insane  patient.  Working  side-by-side  with  the  patients,  the  staff 
came  to  recognize  that  many  of  them  were  people  much  like  them- 
selves and  individuals  upon  whom  they  could  depend. 8 

The  day-to-day  assumption  of  rationality,  in  fact,  when  cou- 
pled with  the  staff's  experience  of  their  patients'  reasonableness, 
prevented  some  patients  from  ever  experiencing  either  restraint  or 
seclusion.  The  staff  talked  to  the  patients.  And  when  dialogue  broke 
down,  the  staff,  convinced  as  they  were  that  most  patients  had 
"sense  enough"  to  heed,  simply  threatened  disruptive  patients  with 


7.  SD,  HCQC,  7  March  1838. 

8.  SD,  HCQC,  26  May  1823,  19  April  1827,  and  29  April  1830. 
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the  restrictive  consequences  of  their  behaviors.  Theoretically,  of 
course,  threats  stimulated  the  moral  sentiment  of  fear.  But  threats, 
from  the  staff's  perspective,  were  also  fairly  straightforward  warn- 
ings to  patients  that  their  chosen  behaviors  were  testing  the  limits 
of  reasonableness  and  appropriateness  within  the  family.  When 
Jonathan  D.'s  "many  threats  that  we  should  suffer  for  [his]  bad 
treatment  and  confinement  in  this  place"  failed  to  yield  to  the  staff's 
arguments  that  their  persistent  attentions  to  him  went  "beyond 
anyone  in  the  house,"  he  was  summarily  threatened  by  the  superin- 
tendent with  a  much  more  real  confinement  in  his  room  if  he  chose 
not  to  reconsider  his  attitude.  And,  more  often  than  not,  patients, 
somewhat  begrudgingly,  did  reconsider.  Hannah  H.,  for  example, 
was  threatened  with  seclusion  if  she  chose  not  to  curb  her  "ungov- 
ernable" disposition  and  incessant  talking.  She  took  the  threat  seri- 
ously: as  she  later  told  the  kitchen  staff,  "she  intends  to  walk  as  if 
going  on  eggs,  and  does  not  intend  to  speak  unless  spoken  to."9 

Some  other  patients  chose,  from  the  staff's  perspective,  not  to 
heed.  On  the  average,  approximately  26  percent  of  all  patients 
treated  at  the  Asylum  between  1817  and  1832  found  themselves 
either  restrained  or  secluded  at  some  point  in  their  treatment.  On 
the  average,  14  percent  of  the  patients  had  been  restrained  at  least 
once;  and  18  percent  had  been  secluded  in  their  rooms  at  least 
once.  However,  some  patients,  approximately  7  percent,  were  either 
unfortunate  enough  or  deranged  enough,  depending  on  one's  per- 
spective, to  need  both  forms  of  coercion. 10 

Still,  instances  of  physical  coercion,  in  keeping  with  the  "gentle- 
ness" of  moral  treatment,  tended  to  be  short  in  duration  —  mea- 
sured in  days  rather  than  weeks  —  and  episodic.  They  occurred 
earlier  rather  than  later  in  a  patient's  treatment.  The  forms  of  re- 
straints were  "kinder"  than  in  other  institutions  and  they  were 
used  only  in  instances  of  destruction:  less  restrictive  handstraps  and 
"hopples"  (anklestraps)  not  only  kept  patients  under  control,  but 
they  also  allowed  patients  to  continue  to  participate  in  a  daily, 
domestic  routine  designed  to  appeal  to  their  powers  of  self-control. 
The  paramount  importance  of  the  domestic  routine,  in  fact,  guided 
deliberations  about  use  of  restraints  and  improvisations  in  treat- 
ment. Helen  B.'s  "muff,"  for  example,  allowed  the  superintendent 


9.  SD,  HCQC,  28  February  1833,  21  February  1827,  and  1-5  January  1825. 

10.  These  and  the  following  statistics  were  reconstructed  from  daily  entries  in 
the  superintendents'  diaries  during  the  sampled  years  1821,  1824,  1827,  and  1831. 


Staff  Needs  and  Patient  Care 


417 


"to  try  the  experiment  of  her  having  more  liberty,"  safe  in  the 
knowledge  she  could  do  little  "mischief"  either  to  herself  or  to  the 
Asylum's  property.  And  when  Moses  F.'s  hand  and  ankle  straps  did 
little  to  prevent  his  constantly  breaking  panes  of  glass,  a  quickly 
designed  tether,  not  quite  long  enough  to  allow  him  to  reach  his 
sitting  room's  windows,  enabled  him  to  remain  safely  among  the 
corrective  influences  of  his  peers  and  attendants. 11  Therefore,  moral 
treatment  at  the  Asylum  meant  more  than  just  introducing  kindness 
and  compassion  into  the  daily  lives  of  the  insane.  It  also  meant  the 
unspoken  but  still  compelling  reality  of  a  fairly  high  probability 
of  physical  coercion  if  patients  failed  to  exercise  appropriate  self- 
control. 

Female  patients  were  more  likely  to  be  subjected  to  coercion 
than  men.  On  the  average,  although  they  accounted  for  approxi- 
mately 50  percent  of  all  patients  treated,  women  accounted  for 
almost  60  percent  of  all  destructive  or  disruptive  episodes  requiring 
restraint  or  seclusion  in  the  Asylum.  Moreover,  destructive  women 
experienced  more  severe  forms  of  physical  restraint:  four  times  as 
many  women  as  men  found  themselves  wrapped  in  strait  jackets  or 
tied  to  chairs  when  they  lost  self-control.  And,  they  were  three  times 
more  likely  than  men  to  be  secluded  for  "noise,"  for  "trouble- 
someness,"  or  for  the  possibility  that  their  disruptiveness  might 
"excite  others." 12 

Gender  norms,  of  course,  held  women  to  higher  standards 
of  social  propriety:  the  evaluation  "behaved  badly,"  for  example, 
invariably  brought  women  more  sanctions  than  men. 13  And,  be- 
cause of  gender  roles,  women  did  not  have  the  same  opportunities 
as  men  did  to  work  off  their  agitation  in  exhausting  manual  labor. 14 
Men  worked  out  of  the  house;  women  worked  within  it,  and  within 
its  more  tightly  defined  and  more  intimate  domestic  routine  of 
cooking,  sewing,  and  caring  for  sick  patients.  Female  patients  were 
more  firmly  controlled  not  because  their  behavior  was  any  more 


11.  SD,  HCQC,  6  September  1829  and  29  November  1831. 

12.  SD,  HCQC,  sampled  years  1821,  1824,  1827,  and  1831. 

13.  While  fights  among  men,  for  example,  ended  as  often  with  handshakes  as 
with  restraints,  fights  among  women  invariably  ended  with  the  application  of  some 
form  of  phvsical  restraint.  Compare  SD,  HCQC,  3  April  1821  and  8  January  1832 
with  SD,  HCQC,  24  March  1825. 

14.  But,  it  must  be  noted,  though  men  had  the  opportunity,  most  chose  not  to 
exercise  it.  Men,  for  the  most  part,  stayed  true  to  their  social  backgrounds  and 
selected  the  more  genteel  pastime  of  gardening  over  the  more  physical  labor  on  the 
Asylum's  farm. 
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destructive  or  disruptive  than  that  of  male  patients,  but  because 
their  behavior  occurred  so  close  to  staff.  Women's  turmoil,  in  fact, 
seemed  more  worrying  to  staff,  and,  hence,  more  deserving  of 
sterner  sanctions,  because  within  the  close  world  of  the  Asylum's 
domestic  routine,  staff  felt  that  they  had  few  successful  ways  to 
escape  from  this  turmoil.  At  times,  the  staff  distanced  themselves 
from  the  situation.  "So  many  of  the  women  were  in  the  habit  of 
using  obscene  language  .  .  .  ,"  one  superintendent  noted  with  some 
sympathy,  that  their  attendant  "kept  to  her  bed  a  considerable  part 
of  yesterday."  Most  often,  however,  staff  distanced  their  patients 
instead.  "I  could  not  be  perplexed  with  the  noise  any  longer,"  one 
superintendent  candidly  wrote,  and  he  marched  his  patient  off  to 
seclusion. 15 

The  Asylum  staff,  quite  simply,  needed  peace  and  quiet.  They 
needed  a  disciplined  environment  within  which  to  work  and  to  live. 
But  part  of  the  problem  that  drove  staff  to  distance  themselves  from 
their  disruptive  patients  was  that  while,  theoretically,  participation 
in  the  Asylum's  domestic  routine  held  the  key  to  an  individual's 
recovering  the  power  of  self-control,  that  same  participation,  as 
often  as  not,  threw  the  routine  into  chaos  and  confusion,  and  made 
life  for  all  generally  miserable.  Work,  the  superintendents  acknowl- 
edged, was  critical  for  the  patients'  improvement,  yet  when  they 
were  at  work,  the  superintendents  conceded,  disruptive  patients 
"were  more  trouble  than  benefit  and  retarded  rather  than  expedited 
the  business"  which  had  to  be  accomplished. 16 

Some  patients  turned  the  expectation  of  work  into  a  struggle 
with  the  staff  for  control  over  day-to-day  life  in  the  house.  Then 
again,  other  patients  simply  lacked  the  capacity  or  the  skill  to  do  the 
particular  work  of  the  Asylum.  But  even  when  the  staff  attempted  to 
match  work  to  their  patients'  expectations,  social  backgrounds,  and 
innate  capabilities,  they  still  found  their  family  in  an  uproar.  "We 
feel  at  a  loss  at  times,"  one  superintendent  wrote,  "to  know  how  to 
conduct  the  house  so  as  to  keep  the  family  in  any  tolerable  degree 
of  quietness."  What  staff  saw  as  individualized  treatment,  some 
patients  saw  as  blatant  favoritism.  Hannah  L.  and  Lydia  C,  their 
superintendent  wrote  in  exasperation,  had  "become  very  jealous 
that  one  is  better  treated  and  set  by  than  the  other  which  has  of 
late  kept  the  house  in  much  confusion."  At  other  times,  where  some 


15.  SD,  HCQC,  24  July  1822  and  13  January  1827. 

16.  SD,  HCQC,  23  March  1827. 
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staff  saw  craziness,  others  saw  a  credibility  built  on  the  assumption 
of  rationality.  The  "excitement,"  for  example,  one  superintendent 
found  amongst  his  female  attendants  and  domestics  had  been  pre- 
cipitated by  the  words  of  a  patient:  Mary  H.,  he  discovered,  had 
been  telling  staff  "things  which  were  devoid  of  the  truth,"  and  the 
staff  believed  her,  "not  doubting  that  Friend  H.  would  speak  the 
truth."  Yet  even  when  irrationality  on  the  part  of  patients  was 
generally  conceded,  the  best  laid  plans  for  an  individual's  treatment 
by  work  had  to  confront  the  equally  pressing  need  of  the  staff  for 
a  peaceful  environment  in  which  to  accomplish  the  work.  When 
working  in  the  kitchen,  Ruth  S.  proved  to  be  nothing  but  trouble. 
She  "apprehends  she  has  many  other  duties  to  perform  among  the 
patients  ....  Today  she  insisted  that  it  was  right  that  all  the  patients 
in  the  house  should  be  liberated  and  there  seemed  no  other  way  to 
avoid  her  worriment .  .  .  but  by  locking  her  up."17 

Moral  treatment,  however,  did  not  advocate  locking  up  pa- 
tients. It  did  prescribe  the  setting  up  of  a  formal  classification  scheme 
in  which  patients  were  organized  in  segregated  groups  according  to 
the  degree  to  which  their  behavior  was  rational  and  orderly.  But  the 
Asylum  was  small,  and  the  attempts  at  classification  did  nothing  to 
solve  the  pressing  and  seemingly  intractable  problem  presented  by 
patients'  disruptiveness  —  by  their  complaints,  their  spoken  percep- 
tions, their  constant  laments,  and  their  general  "noisiness."  Formal 
classification  of  patients,  in  fact,  seemed  only  to  make  the  problem 
worse:  "one  appears  to  excite  the  other,"  a  frustrated  superintendent 
wrote,  "and  we  feel  at  a  loss  to  know  how  to  remedy  it,  they  all 
appearing  to  be  nearly  of  the  same  grade."  Nor  did  the  Asylum's 
own,  less  formal,  classification  scheme  —  patients  were  arranged 
only  according  to  sex  and  to  level  of  privileges  and  responsibilities 
about  the  house  —  make  much  of  a  difference.  At  times,  it  only 
seemed  to  increase  the  opportunities  for  disruption.  After  William 
B.,  for  example,  heard  the  screams  of  Lydia  G.,  he  promptly  re- 
sponded in  kind.  When  questioned  as  to  why  he  did  this,  "he  said 
in  extenuation  he  had  never  been  outdone  by  another  person  and 
he  was  not  willing  to  be  so  then  by  her." 18 

Whether  rational  or  irrational,  the  patients'  words  and  the 
tumultuousness  and  the  rippling  contagion  of  the  emotions  under- 


17.  SD,  HCQC,  30  July  1827,  11  August  1824,  6  December  1824,  and  7 
January  1822.  See  also  SD,  HCQC,  27  March  1824  and  31  May  1826. 

18.  SD,  HCQC,  9  September  1825  and  10  August  1817. 
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pinning  their  words  challenged  the  peacefulness  and  the  tranquility 
of  the  staff's  daily  life  at  the  Asylum  in  ways  that  the  patients' 
violence  never  did.  In  many  respects,  the  staff  may  not  have  appreci- 
ated the  patients'  violence  but  at  least  they  understood  it.  Violence 
easily  fitted  into  their  lay  assumptions  of  how  crazy  patients  be- 
haved. Destructive  acts  clearly  marked  the  boundaries  between  sane 
and  insane,  staff  and  patient,  a  promise  made  and  a  promise  broken. 
The  restraining  response  was  unequivocal,  unambivalent,  and  sanc- 
tioned by  the  theoretical  precepts  of  moral  treatment. 

Yet  the  same  staff  who  calmly  tolerated  patients'  physical  at- 
tacks threatened  to  quit  when  subjected  to  verbal  assaults. 19  Noth- 
ing in  their  assumptions  about  insanity,  it  seemed,  served  to  provide 
the  interpersonal  distance  of  an  explanation  about  how  they  should 
interpret  disruptive  words  as  an  expression  of  mental  illness.  Rather, 
staff  assumed  disruptive  words  were  merely  a  reflection  of  their 
patients'  inherent  personalities:  of  their  "uneasy  and  mutinous  dis- 
position," of  their  "crooked  turn  of  mind,"  or  of  their  "natural  bad 
temper."  As  a  personality  trait,  disruptive  words  implied  rationality, 
and  rationality  implied  a  level  of  self-control  that  patients  were 
choosing  not  to  exercise.  And  this  frustrated  the  staff.  Hannah  S., 
her  superintendent  wrote,  "does  not  keep  clear  her  complaining  one 
whole  day  together."  She  was,  he  concluded,  "more  worrying  than 
the  most  violent  maniac."20 

The  staff  were  living  with  patients  who,  by  their  very  presence 
in  the  Asylum,  were  assumed  to  be  crazy  and,  therefore,  not  com- 
pletely accountable  for  their  disruptiveness.  But  as  a  system  of 
guidance,  moral  treatment  provided  few  explanations  as  compelling 
as  the  staff's  own  assumptions  and  their  day-to-day  experiences. 
Moreover,  as  a  set  of  prescriptions,  it  provided  few  concrete  strate- 
gies beyond  advocating  work  for  patients  and  the  separation  inher- 
ent in  setting  up  a  classification  system.  As  far  as  the  Asylum  staff 
was  concerned,  neither  work  nor  classification  seemed  to  present  a 
workable  solution  to  controlling  chaos.  They  were  left  with  moral 
treatment's  vague,  albeit  pragmatic,  instruction  that  the  disruptive 
had  to  be  "prevented,  by  some  means,  from  offensive  conduct  to- 
ward their  fellow  sufferers."21  This  the  Asylum's  staff  did  by  seclud- 
ing their  patients.  As  a  theoretical  expedient,  staff  likened  their 


19.  See  for  examples  SD,  HCQC,  28  September  1831  and  21  January  1834. 

20.  SD,  HCQC,  3  December  1829,  26  February  1830,  and  23  November  1822. 

21.  Tuke,  Description  of  the  Retreat,  p.  141. 
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perceptions  and  needs  with  those  of  the  patients.  But  they  secluded 
patients  at  the  point  when  the  staff  themselves,  not  their  patients, 
could  no  longer  stand  the  perpetual  "lamentations,"  "mourning," 
and  "complaints."22 

Staff  were  well  aware  that  this  use  of  seclusion  was  inherently 
repressive.  They  agonized  over  the  issue  of  who  to  seclude  and  for 
what  kinds  of  behaviors.  The  knowledge  that  the  sick,  the  de- 
mented, and  those  suffering  from  "natural  imbecility"  clearly  could 
not  be  held  to  the  assumptions  of  rationality  and  volition  eased  the 
decision  to  seclude  those  patients  who  were  only  insane.  Yet  the 
sick,  the  demented,  and  the  "idiots  and  imbeciles,"  staff  found, 
were  precisely  those  patients  who  failed  to  respond  to  the  gentler 
entreaties  of  moral  treatment,  and  whose  disturbed  behaviors  cre- 
ated the  most  disruptions.  Staff  secluded  these  patients,  but  they 
did  so  reluctantly,  in  the  absence  of  options,  in  the  name  of  a 
"disciplined  environment."  As  one  superintendent  wrote  about  the 
seclusion  of  an  elderly  patient,  there  was  simply  "no  alternative," 
though  it  was  but  a  "punishment  to  the  poor  old  man."23 

This  dilemma,  in  fact,  exposed  moral  treatment's  fundamental 
flaw.  As  an  idea,  moral  treatment  focused  on  the  individual,  and  on 
those  moral  means  —  which  included  a  well-ordered,  domestic 
environment  —  which  would  restore  an  individual  to  sanity.  It  left 
the  Asylum  staff  adrift  when  they  discovered  they  had  to  navigate 
between  the  need  of  an  individual  for  the  gentlest  treatment  possi- 
ble, and  the  need  of  the  Asylum  family  —  the  staff  as  well  as  the 
patients  —  for  a  peaceful  environment  within  which  to  work  and 
live.  It  left  a  void  which,  given  moral  treatment's  overarching  idea 
of  normal  domesticity,  forced  the  Asylum  staff  to  use  their  own 
assumptions  and  experiences  for  definitions  of  what  constituted 
normality  and  proper  family  life  when  one  worked  and  lived  with 
the  insane. 

Day  in  and  day  out  at  the  Friends  Asylum  in  Philadelphia  in  the 
early  nineteenth  century,  the  twin  mainstays  of  moral  treatment  — 
individualized  treatment  for  patients  and  maintenance  of  a  disci- 
plined environment  —  were  in  conflict.  And,  day  in  and  day  out, 
the  staff  chose,  when  pushed  to  the  limits  of  their  tolerance,  to 
emphasize  their  own  needs  for  a  tranquil  environment  over  a  men- 


22.  See  for  examples  SD,  HCQC,  2  May  1824,  6  December  1824,  4  March 
1830,  and  17  August  1830. 

23.  SD,  HCQC,  12  December  1824. 
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tally  ill  individual's  need  for  gentle  treatment.  Indeed,  this  very 
personal  and  legitimate  need  of  the  staff  structured  the  social  world 
of  Asylum  life  just  as  effectively  as  the  theoretical  prescriptions  of 
moral  treatment.  Staff  needed  distance  from  the  chaos  of  life  with 
the  insane,  and  they  found  it  by  distancing  the  insane. 

Yet,  in  their  solution,  the  Asylum's  staff  also  found  that  moral 
treatment's  ideal  of  the  "Asylum  as  family"  did  not  work.  In  part, 
it  led  inevitably  to  a  use  of  physical  restraint  and,  in  particular,  of 
seclusion,  with  which  they  never  felt  completely  comfortable.  But, 
perhaps  more  important,  moral  treatment's  domestic  ideal  only 
recapitulated  in  the  Asylum's  newly  created  family  the  same  tensions 
and  turmoil  from  which  patients'  families  themselves  were  seeking 
relief  when  they  institutionalized  their  mentally  ill  members.  Much 
as  patients'  families  did,  the  staff  at  the  Friends  Asylum  found  their 
vision  of  normal  domestic  life  with  the  insane  too  emotionally  and 
socially  intense  to  be  bearable.  Staff  needed  to  move  away  from  the 
metaphor  of  "Asylum  as  family,"  and,  in  1832,  they  found  this 
distance  in  a  new,  medical  metaphor. 

In  closing,  a  few  points  should  be  made.  Though  this  paper  has 
argued  that  moral  treatment,  as  a  lay  therapy,  did  not  work  it  should 
not  necessarily  be  assumed  that  moral  treatment,  as  an  idea,  was  a 
dismal  failure.  It  was  not.  Its  domestic  ideal  created  conditions  at 
the  Friends  Asylum  in  which  the  mentally  ill  were  approached  not 
just  as  children  to  be  disciplined  but  also  as  responsible  adults 
making  viable  contributions  to  the  Asylum's  economy.  Nor  were 
patients  at  the  Asylum  seen  as  simply  irrational  persons  needing 
treatment:  they  were  also  approached  as  reasonable,  and  often  quite 
likeable,  members  of  a  family  with  whom  the  boundaries  of  tolera- 
ble behavior  could  be  negotiated.  Although  the  staff,  for  example, 
found  Andrew  R.  "self-willed  and  too  much  determined  to  pursue 
his  natural  inclination,"  they  decided  not  to  use  restraints  after 
talking  with  him.  "We  feel  a  willingness  to  indulge  him  in  some 
degree  as  yet,"  his  superintendent  noted,  "finding  his  feelings  natu- 
rally delicate."  The  ethos  of  domesticity  also,  somewhat  less  pater- 
nalistically,  opened  up  the  possibility  of  a  real  dialogue  between 
staff  and  patients  about  their  treatment.  A  patient,  James  H.,  in 
another  instance,  successfully  argued  his  way  out  of  the  possibility 
that  a  prescribed  bath  would  be  forced  upon  him.  He  "says  he  is 
fearful  that  unfavorable  consequences  will  ensue  .  .  .  and  on  that 
account  is  strongly  prejudiced  against  it."24  In  fact,  parts  of  this 


24.  SD,  HCQC,  23  February  1830  and  16  June  1817. 
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very  humane,  benevolent,  and  perhaps  even  progressive  domestic 
metaphor  were  lost  as  a  more  impersonal,  more  "scientific,"  medical 
metaphor  gained  ascendancy. 

The  term  medical  metaphor  is  used  deliberately.  Through  the 
1830s  and  1840s,  the  Asylum's  use  of  restraint  and  seclusion  to 
control  patients  declined  dramatically,  but  not,  the  date  suggests, 
because  medical  interventions  increased.  They  did  not:  in  fact,  the 
therapeutic  manipulation  of  drugs  and  diet  remained  fairly  constant 
from  1817  through  the  1840s.  What  changed,  though,  was  the 
Asylum  itself.  It  formally  opened  its  doors  to  non-Quaker  patients 
in  1834  and  found  itself,  finally,  with  enough  money  and  enough 
patients  to  support  a  "more  complete  classification"  among  its 
wards.  Destructive  or  disruptive  patients  were  still  distanced  physi- 
cally, though  now  without  restraints  and  generally  without  seclu- 
sion, to  new  wings  constructed  solely  for  them.25 

Still,  I  would  suggest,  the  medical  metaphor  allowed  an  inter- 
personal distance  between  staff  and  patients  that  the  domestic  meta- 
phor did  not.  It  did  not  solve  the  pressing  problem  of  how  to 
navigate  between  the  treatment  needs  of  an  individual  patient  and 
the  social  needs  of  those  in  his  or  her  environment.  But  it  did 
de-escalate  the  intensity  of  the  perceived  conflict  and  change  the 
assumptions  framing  it.  Normality  gave  way  to  pathology.  Personal- 
ized perceptions  gave  way  to  objective  formulations.  And  the  idea 
of  domesticity  gave  way  to  that  of  science.  Here,  I  might  claim,  lies 
a  piece  of  the  explanation  of  the  medical  metaphor's  preeminence 
in  the  care  and  treatment  of  the  mentally  ill.  It  rescued  staff  from 
the  intensity  of  life  with  their  patients  by  depersonalizing  the  social 
exchanges  between  them.  And  it  was  even  necessary  that  it  do  so. 
Because  life  with  the  insane  never  was,  and  perhaps  never  can  be, 
completely  "normal." 

University  of  Pennsylvania 
School  of  Nursing 
Philadelphia,  PA  19104 


25.  For  a  chronological  overview  of  the  history  of  the  Friends  Asylum,  see  n.a., 
The  Friends  Asylum  for  the  Insane,  1818-1913  (Philadelphia,  Pa.:  John  C.  Winston, 
1913).  Charles  Cherry's  A  Quiet  Haven:  Quakers,  Moral  Treatment,  and  Asylum 
Reform  (Rutherford,  N.J.:  Fairleigh  Dickinson  University  Press,  1989)  provides  a 
more  analytical  account  of  the  Quaker  origins  of  moral  treatment. 


Making  Psychiatry  Respectable:  Earl 
Bond,  Edward  Strecker,  Kenneth  Appel, 
and  the  Institute  of  Pennsylvania  Hospital 

JACK  D.  PRESSMAN 

Introduction 

The  150th  anniversary  of  the  opening  of  Thomas  Story  Kirkbride's 
famous  asylum,  the  Pennsylvania  Hospital  for  the  Insane,  is  an 
occasion  to  pay  tribute  to  the  special  role  that  Philadelphia  has 
played  in  the  care  and  treatment  of  the  mentally  ill.  Through  the 
historical  work  of  Nancy  Tomes  and  others,  we  have  recently  come 
to  appreciate  how  Kirkbride  shaped  the  contours  of  psychiatry  in 
his  day,  as  well  as  his  lasting  influence  on  future  generations  of 
psychiatrists  as  a  symbol  of  humane  and  progressive  care.1  My 
discussion  in  this  paper  will  draw  attention  to  the  more  recent  past, 
to  the  period  between  1930  and  1950  when  a  dramatic  new  edifice 
was  added  onto  the  Kirkbride  legacy  in  West  Philadelphia,  a  com- 
plex known  as  the  Institute  of  Pennsylvania  Hospital  (Institute).  It 
is  not  as  well  known  how  psychiatric  leaders  at  the  Institute  helped 
shape  the  mental  health  profession  in  the  twentieth  century.  To 
demonstrate  this,  I  will  focus  upon  three  of  the  guiding  spirits 
behind  this  newer  institution,  Earl  Bond,  Edward  Strecker,  and 
Kenneth  Appel;  the  three  men  who  led  the  Institute  in  this  20-year 
period. 

It  is  true  that  none  of  these  three  are  remembered  for  having 
pioneered  a  breakthrough  in  psychiatric  theory,  nosology,  or  treat- 
ment. But  as  will  be  seen,  they  nonetheless  did  have  a  significant 
impact  on  the  shape  of  American  psychiatry,  by  fighting  for  a  vision 
distinctive  from  that  of  others  in  the  profession.  Following  in 
the  Kirkbride  tradition,  their  successive  tenures  at  the  helm  of  the 


1.  Nancy  Tomes,  A  Generous  Confidence:  Thomas  Story  Kirkbride  and  the  Art 
of  Asylum-Keeping  (New  York:  Cambridge  University  Press,  1984);  and  the  other 
articles  in  this  issue  of  Transactions  &  Studies  of  the  College  of  Physicians  of 
Philadelphia.  Also  of  interest  is  Earl  D.  Bond,  Dr.  Kirkbride  and  His  Mental  Hospital 
(Philadelphia,  Pa.:  J.  B.  Lippincott,  1947)  and  Harold  Palmer,  "History  of  Psychiatry 
in  Philadelphia,"  American  Journal  of  Psychiatry,  1932,  12:969-1009. 
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Pennsylvania  Hospital  provided  a  basis  for  a  professional  influence 
that  would  affect  the  care  of  the  mentally  ill  nationally  and  even 
internationally.  I  begin  with  an  account  of  the  three  men's  respective 
interpretations  of  how  psychiatry  might  respond  to  pressing  chal- 
lenges, platforms  for  change  that  were  enumerated  when  each,  in 
turn,  ascended  to  the  presidency  of  the  American  Psychiatric  Associ- 
ation (APA).  This  is  followed  by  an  analysis  of  the  special  qualities 
of  the  new  Institute  that  made  it  a  force  for  professional  change, 
visible  evidence  of  what  psychiatry  of  a  particular  kind  might  ac- 
complish. Lastly,  an  attempt  is  made  to  integrate  the  personal  psy- 
chiatric philosophies  of  the  three  with  their  contributions  to  the 
Institute.  The  thread  linking  Bond,  Strecker,  and  Appel,  I  hope  to 
show,  was  a  heartfelt  devotion  to  the  cause  of  building  a  firm 
foundation  for  psychiatry,  that  is,  to  gain  respectability  for  it  as  both 
a  legitimate  medical  specialty  and  an  important  social  resource. 

Earl  Danforth  Bond 

Earl  Danforth  Bond  was  born  in  1879  in  St.  Paul,  Minnesota.  His 
undergraduate  and  medical  education  were  obtained  at  Harvard. 
After  interning  at  McLean  Asylum  and  Danvers  State  Hospital  in 
Danvers,  Massachusetts,  in  1913  he  was  hired  by  the  Pennsylvania 
Hospital's  Department  for  Nervous  and  Mental  Diseases  as  medical 
director  at  the  original  44th  Street  location;  he  would  serve  as 
physician-in-chief  at  the  Institute  between  1922  and  1938,  and  then 
as  director  of  research  and  training  there  from  1938  to  1962.  His 
students  described  him  as  a  gracious  and  kindly  man,  with  a  noble 
character.  He  was  also  known  for  a  passion  for  brevity.  (Indeed,  his 
APA  presidential  speech  was  probably  the  shortest  in  memory.)2 

When  Bond  assumed  the  presidency  of  the  APA  in  1930  at  the 
age  of  51,  psychiatry  in  America  was  at  a  moment  unique  for  its 
contradictory  mix  of  optimism  and  fatalism.  From  one  perspective 
it  was  the  worst  of  times.  In  1930,  David  Edsall,  dean  of  the  Har- 
vard Medical  School,  reported  on  the  status  of  psychiatry  as  a 
medical  specialty.  In  most  places,  he  declared,  "psychiatry  now  is 
dominated  by  elusive  and  inexact  methods  of  study  and  by  specula- 
tive thought."  Psychiatrists,  damningly,  as  yet  could  not  claim  any 


2.  "Earl  Danforth  Bond:  An  Appreciation,"  American  Journal  of  Psychiatry, 
1969,  1 25: 1240-1241;  Earl  Bond,  "Psychiatry  Itself,"  American  Journal  of  Psychia- 
try, 1930,  10:1-16. 
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advances  in  "real  knowledge."  Progress  in  psychiatry  would  not 
ensue,  he  advised,  until  such  time  as  "forcible  laboratories"  were 
built,  good  men  were  recruited  and  trained,  and  the  scientific 
method  absorbed  in  its  entirety.3  Few  contemporary  psychiatrists 
would  have  insisted  upon  a  retraction  of  Edsall's  assessment.  The 
lessons  of  history  were  painfully  clear  to  all.  As  a  profession,  psychi- 
atry had  evolved  apart  from  the  medical  mainstream.  With  its  pro- 
fessional locus  married  to  the  state  hospital  and  private  asylum, 
institutions  traditionally  distant  from  cities  and  academic  centers, 
psychiatry  was  passed  by  when  modern  medicine  took  root  in  the 
urban  general  hospital  and  the  university  medical  school.  As  a 
result,  psychiatric  training  in  medical  schools  was  unsystematic  and 
superficial,  research  was  relegated  to  a  handful  of  ill-funded  sites, 
and  treatment  was  a  matter  of  naked  empiricism  and  expediency.4 
From  another  perspective,  however,  it  was  also  the  beginning 
of  the  best  of  times.  The  new  techniques  of  psychotherapy  and 
psychoanalysis,  for  example,  offered  additional  means  of  psychiat- 
ric intervention,  still  frequently  untapped.  Thanks  in  large  measure 
to  the  widespread  mental  hygiene  movement,  psychiatry  was  able  to 
build  upon  its  newfound  public  attention  by  extending  professional 
footholds  into  the  workplace,  the  school,  and  the  home.  The  striking 
example  of  the  award  of  the  1927  Nobel  Prize  in  Physiology  or 
Medicine  for  the  treatment  of  general  paresis  (the  tertiary  state  of 
syphilis),  also  raised  confidence  in  modern  medicine's  future  ability 
to  diagnose,  understand,  and  arrest  those  conditions  that  had  been 
cast  aside  as  incurable  mental  illness.  Recent  physiological  forays 
into  the  central  nervous  system,  blood  circulation,  metabolism,  hor- 
mones, and  nutrition  offered  a  smorgasbord  of  research  choices 
that  promised  even  greater  reward/ 


3.  David  Edsall,  "Memorandum  Regarding  Possible  Psychiatric  Developments" 
(3  October  1930),  Record  Group  3,  Series  906,  Box  2,  File  19,  Rockefeller  Founda- 
tion Corporate  Records,  Rockefeller  Foundation  Archives,  Pocantico  Hills,  New 
York. 

4.  Ibid.  For  an  overview  of  the  professional  challenges  confronting  American 
psychiatry  see  Gerald  N.  Grob,  Mental  Illness  and  American  Society,  1875-1940 
(Princeton,  N.J.:  Princeton  University  Press,  1983)  and  Jack  D.  Pressman,  "Uncertain 
Promise:  Psychosurgery  and  the  Development  of  Scientific  Psychiatry  in  America, 

1935-  1955"  (Ph.D.  dissertation,  University  of  Pennsylvania,  1986). 

5.  Good  primary  source  material  on  the  state  of  psychiatric  research  can  be 
found  in  Gerald  N.  Grob,  ed.,  Psychiatric  Research  in  America:  Two  Studies 

1936-  1941  (New  York:  Arno  Press,  1980)  and  Nolan  D.  C.  Lewis,  Research  in 
Dementia  Praecox  (New  York:  National  Committee  for  Mental  Hygiene,  1936). 
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Bond  thus  faced  a  choice  not  of  which  methods  of  treatment 
to  promote,  but  a  more  fundamental  choice  of  which  psychiatry. 
Many  models  vied  for  attention.  It  can  be  argued  that  at  the  time 
psychiatry  as  a  medical  specialty  was  itself  a  recent  invention.  To 
be  sure,  for  longer  than  a  century  asylum  care  had  existed  for 
patients  with  severe  mental  illnesses,  who  were  tended  to  by  genera- 
tions of  superintendents  such  as  Kirkbride.  Patients  with  lesser 
ailments,  however,  were  seen  by  a  separate  specialist  such  as  a 
neurologist  or  by  the  family  physician  —  or  clergyman.  Until  the 
twentieth  century  there  was  no  single  specialty  that  united  all  as- 
pects of  mental  health  within  a  unified  system. 

Looking  ahead,  Bond  suggestively  titled  his  APA  presidential 
talk,  "Psychiatry  Itself."  He  noted  that  the  gravitational  center  of 
the  profession  had  already  begun  shifting.  In  other  countries,  he 
observed, 

there  is  no  doubt  about  the  importance  of  that  central  psychia- 
try which  is  associated  with  large  hospitals.  But  in  the  United 
States  there  is  some  uncertainty.  The  young  physician  choosing 
a  specialty  is  attracted  by  child  guidance,  mental  hygiene  in 
school  or  college,  psychoanalysis,  private  psychiatric  practice, 
or  work  in  an  outpatient  mental  clinic.6 

He  himself  was  drawn  into  these  fields:  "I  find  myself  realizing  as 
never  before  their  importance  —  the  unrivalled  opportunity  which 
they  present  for  studying  human  nature  for  any  purpose  whatever," 
but  noticed  anew  the  importance  of  hospital  psychiatry.7  He  pre- 
sents in  his  address,  "an  apologia  for  the  common  or  hospital  psy- 
chiatrist —  an  argument  for  giving  him  a  central  place  in  the 
psychiatric  scheme  of  things."8  In  particular,  hospital  psychiatry 
was  necessary  for  learning  the  truths  of  the  Kraepelin  disease 
curves.9  For  example,  only  by  seeing  a  great  many  patients,  and 
taking  responsibility  for  them  on  a  mental  hospital  ward,  might  a 
psychiatrist  appreciate  the  importance  of  the  great  swings  of  mood 
that  occurred  in  patients  within  the  same  disease  process.  It  was 
essential,  therefore,  that  the  persons  responsible  for  caring  for  pa- 
tients and  for  curing  them  not  be  split  into  separate  sub-professions. 


6.  Bond,  "Psvchiatry  Itself,"  p.  1. 

7.  Ibid. 

8.  Ibid. 

9.  In  the  Kraepelin  disease  curve,  patients  were  identified  by  the  type  of  mental 
disorder. 
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Bond  left  his  audience  with  this  moral:  if  commonplace  men  go 
into  large  mental  hospitals,  they  will  find  few  treasures,  but  "if  men 
of  vision  go  there,  the  hospitals  will  contribute  help  immeasurably 
to  psychoanalysis,  to  child  guidance,  to  mental  hygiene,  and  to 
everyday  life." 10 

In  other  commentaries,  Bond  would  sharpen  his  call  for  what 
he  termed  "central  psychiatry,"  a  psychiatry  that  would  incorporate 
a  wide  range  of  eclectic  methods,  gathered  around  a  core  of  institu- 
tional care.  He  noted  that  every  now  and  then  there  will  appear 
"overenthusiastic  books  and  arguments"  for  a  new  form  of  therapy, 
that  will  downplay  the  importance  of  the  mental  hospitals;  never- 
theless, "individuals  will  be  cured,  but  in  their  rescue  more  individu- 
als will  be  sighted  who  need  hospital  care."  Bond's  special 
contribution  to  "central  psychiatry"  would  be  to  set  up  at  the  Insti- 
tute of  Pennsylvania  Hospital  one  of  the  nation's  first  three-year 
residency  programs.  At  the  end  of  World  War  II,  more  psychiatrists 
in  academic  and  other  prominent  posts  in  psychiatry  had  been 
trained  within  this  program  in  Philadelphia  than  anywhere  else  in 
the  United  States. 11 

Edward  Adam  Strecker 

Edward  Adam  Strecker  was  born  in  Philadelphia  in  1886,  seven 
years  after  the  birth  of  Bond.  His  undergraduate  degree  was  from 
La  Salle  University,  and  his  medical  studies  at  Thomas  Jefferson 
University.  He  returned  from  World  War  I  as  Bond's  handpicked 
selection  to  revive  the  downtown  outpatient  neuropsychiatric  de- 
partment at  Pennsylvania  Hospital.  In  1919,  this  facility  provided 
services  for  156  patients;  under  Strecker  it  grew  and  by  1925  it  was 
handling  4,100  patient  visits  in  the  year.  In  1930,  Strecker  moved 
to  the  Institute  to  head  it  as  its  chief  of  clinical  service.  His  energy 
and  commanding  presence  earned  him  a  reputation  as  the  "live 
wire"  of  Philadelphia  psychiatry.  (Perhaps  his  daily  intake  of  15 
cups  of  coffee  had  something  to  do  with  this  reputation.)  He  was 
described  by  the  Saturday  Evening  Post  as  having  a  hard  and  icy 


10.  Bond,  "Psychiatry  Itself,"  p.  1. 

11.  Earl  D.  Bond,  "Balance  in  Psychiatric  Research,"  Journal  of  Nervous  & 
Mental  Diseases,  1939,  89:419-422;  Bond,  Dr.  Kirkbride  and  His  Mental  Hospital; 
and  "Excerpts  from  Trustees'  Bulletin,"  1  May  1946,  Record  Group  1.1,  Series  200, 
Box  150,  Folders  1281,  Rockefeller  Foundation  Corporate  Records,  Rockefeller 
Foundation  Archives. 
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stare,  but  as  someone  whose  mannerisms  and  countenance  re- 
minded one  of  either  Franklin  Delano  Roosevelt  or  Woodrow  Wil- 
son. 12  Known  for  his  folksy  humor,  Strecker  was  always  at  the 
ready  with  a  joke  like,  "Did  you  hear  the  one  about  the  two  psychia- 
trists who  met,  and  one  said,  'I'm  fine,  how  about  you?'"  He  was 
a  natural  candidate  for  several  prominent  posts  in  academic  psychia- 
try, including  professorships  at  Thomas  Jefferson  Medical  College 
and  the  Yale  University  Medical  School,  eventually  settling  down 
to  chair  the  department  of  psychiatry  at  the  University  of  Pennsyl- 
vania in  1931.  When  he  entered  the  department  he  was  the  lone 
member;  in  1953  he  left  it  with  a  staff  of  120  physicians.  Through 
numerous  medical  textbooks  and  popular  articles,  extensive  com- 
mittee work,  service  to  the  Army,  Navy,  Air  Force,  and  Veterans 
Administration,  Strecker  developed  a  cherished  reputation  as  one 
of  the  top  handful  of  psychiatrists  in  the  nation.  It  was  Strecker's 
great  privilege  to  preside  over  the  centenary  meeting  of  the  APA  — 
held  in  1944  in  Philadelphia. 13 

Psychiatry  already  had  changed  much  since  Bond's  term  as 
president.  The  nature  of  hospital  as  well  as  of  outpatient  practice 
had  been  dramatically  transformed  with  the  introduction  of  a  wave 
of  somatic  treatments,  such  as  insulin,  metrazol,  and  electric  shock, 
in  acute  schizophrenias  and  affective  disorders,  and  the  putative 
success  of  psychosurgery  for  the  intractable  hospital  cases.  The 
exigencies  of  World  War  II  had  brought  to  the  fore  issues  of  profes- 
sionalization  and  national  service  that  had  lain  dormant  for  more 
than  a  generation.  In  particular,  the  rediscovery  of  shell-shock  con- 
vinced lay  as  well  as  medical  audiences  to  ponder  the  importance 
of  environmental  causes  of  insanity,  a  reconsideration  that  would 
provide  the  basis  for  a  new  public  health  program  in  psychiatry. 
Lastly,  the  world  itself  seemed  transformed  by  the  lasting  specter 
of  technological  warfare,  a  nightmare  that  would  not  end  with  the 


12.  Greer  Williams,  "He  Made  Psychiatry  Respectable,"  Saturday  Evening  Post, 
18  October  1947,  pp.  32-33  and  72-76. 

13.  Robert  Garber,  "Two  Philadelphia  Psychiatrists  and  a  Theory  of  American 
Psychiatry,"  Mental  Hygiene,  1969,  53:131-140;  Earl  Bond,  "In  Memoriam:  Ed- 
ward A.  Strecker,  M.D.,  1886-1959,"  American  journal  of  Psychiatry,  1959, 
115:959-960;  "Dr.  E.  A.  Strecker,  A  Psychiatrist,  72,"  New  York  Times,  3  January 
1959;  and  Lauren  Smith,  "Edward  A.  Strecker,  M.D.,  President  1943-1944:  A 
Biographical  Sketch,"  American  Journal  of  Psychiatry,  1944,  102:9-11.  Strecker's 
major  texts  include  Discovering  Ourselves  (1931),  Practical  Clinical  Psychiatry 
(1925),  and  Fundamentals  of  Psychiatry  (1942),  each  of  which  went  through  many 
editions,  spanning  two  decades. 
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coming  armistice.  As  in  other  areas  of  science  and  medicine,  the 
profession  of  psychiatry  was  called  upon  to  prove  its  social  worth 
during  the  war. 14 

Strecker's  presidential  speech  clearly  focused  on  the  current 
realities  of  the  war,  and  its  aftermath.  This  was  a  speech  about 
mobilization.  "The  American  Psychiatric  Association,"  he  declared, 
"has  gone  to  war  on  land  and  sea;  in  the  air  and  beneath  the  surface 
of  the  oceans;  in  sodden  jungles,  on  burning  desert  sands  and  in 
arctic  wastes."15  Strecker  judged  that  in  so  doing,  the  profession 
already  had  made  great  progress.  Indeed,  incalculable  gain  would 
accrue  from  the  U.S.  Surgeon  General's  act  of  placing  psychiatry 
on  a  divisional  level  equivalent  to  that  of  medicine  and  surgery. 
Moreover,  the  new  "active"  treatments  that  psychiatrists  deployed 
during  the  war  were  able  to  convince  even  the  hard-nosed  military 
brass  that  this  branch  of  medicine  yielded  significant,  tangible  bene- 
fits. Psychiatry  had  arrived  as  a  respected  medical  specialty. 16 

Strecker  looked  ahead  in  his  presidential  address,  though,  to 
another  kind  of  mobilization.  Most  of  the  talk  was  published  under 
the  sub-heading,  "Psychiatric  Lessons  for  Democracy."  Strecker 
asked,  "Has  psychiatry  any  lessons  to  offer  which  will  be  helpful 
in  promoting  clearer  understanding,  keener  appreciation  and  a  more 
effective  working  of  democracy?  Has  our  century-long  and  pain- 
staking scrutiny  of  individual  patients  given  us  a  larger  political, 
social  and  spiritual  vision?"17  By  way  of  answer,  Strecker  noted 
that  every  mental  hospital  was,  in  fact,  a  successful  enterprise  in  the 
functioning  of  a  practical  democracy.  When  an  individual  entered  a 
mental  hospital,  the  only  rewards  for  improvement  were  social 
rewards.  As  he  or  she  improved,  the  patient  was  permitted  to  live 
as  a  member  of  a  group  of  patients  who  had  attained  some  measure 
of  respect  for  each  other's  rights.  Finally,  the  important  criterion  of 
recovery  was  a  social  criterion  —  the  restoration  of  the  capacity  to 
abide  by  the  necessary  balance  between  individual  and  social  rights. 

Thus,  Strecker  argued,  in  order  for  successful  management  of 
life  in  the  world  outside  of  mental  hospitals  citizens  of  the  country 

14.  Pressman,  "Uncertain  Promise";  Gerald  N.  Grob,  "World  War  II  and  Ameri- 
can Psychiatry,"  Psychohistory  Review,  1990,  1 9:41—69;  compare  to  James  Cap- 
shew,  "Psychology  on  the  March:  American  Psychologists  and  World  War  Two" 
(Ph.D.  dissertation,  University  of  Pennsylvania,  1987). 

15.  Edward  A.  Strecker,  "Presidential  Address:  Psychiatric  Lessons  for  Democ- 
racy," American  Journal  of  Psychiatry,  1944,  101:1-8. 

16.  Ibid. 

17.  Ibid,  p.  3. 
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must  learn  the  same  lessons  incumbent  upon  citizens  living  within 
a  mental  institution.  Psychiatry  might  counsel  men  to  observe  the 
practical  workings  of  democracy  inside  the  mental  hospital  and  say 
to  them:  "Go  thou  and  do  likewise."  This  was  not  idle  talk,  Strecker 
emphasized.  Clearly,  current  events  had  demonstrated  that  "the 
world  is  insane";  psychiatry  was  desperately  needed  by  the  world 
as  a  whole.  In  putting  forward  this  view,  Strecker's  finger  was  ex- 
actly on  the  pulse  of  how,  using  its  wartime  organizational  experi- 
ence, and,  yes,  tools  of  "honest  propaganda"  (his  own  terminology), 
psychiatry  might  rebuild  the  profession  and  reach  new  markets  of 
opportunity. 

Kenneth  Appel 

Kenneth  Appel  was  born  in  Lancaster,  Pennsylvania,  in  1896,  mak- 
ing him  10  years  younger  than  Strecker.  His  B.A.  degree  was  taken 
at  Franklin  and  Marshall  College,  and  he  earned  a  Ph.D.  in  philoso- 
phy and  psychology  at  Harvard  before  completing  an  M.D.  there 
in  1924.  After  a  residency  under  Strecker  and  Bond  at  Pennsylvania 
Hospital,  he  was  shipped  off  to  Europe  to  receive  a  training  analysis 
under  Otto  Rank;  rumor  has  it  that  he  was  the  first  psychiatrist  in 
Philadelphia  to  receive  formal  training  in  psychoanalysis.  He  re- 
turned to  Pennsylvania  Hospital  in  1929  and  would  serve  there  50 
years,  beginning  as  a  psychiatric  resident  and  eventually  holding 
the  title  of  senior  psychiatrist.  In  1953  he  succeeded  Strecker  as 
chairman  of  the  University  of  Pennsylvania's  Department  of  Psychi- 
atry. After  World  War  II,  Appel  assumed  responsibility  for  organiz- 
ing the  entire  national  residency  program  of  the  Veterans 
Administration  hospital  service. 19 

When  Appel  took  on  the  responsibilities  of  the  APA  presidency 
in  1953,  the  professional  world  of  the  psychiatrist  had  once  again 
changed.  As  one  small  example,  the  Association  itself  now  had 
fulltime,  paid  staff  and  officers.  Psychiatry  had  doubled  in  numbers 
of  practitioners,  with  its  locus  dramatically  shifting  away  from  the 
state  hospitals  to  private  practice.  New  vistas  ranged  from  sociology 


18.  Strecker,  "Presidential  Address:  Psychiatric  Lessons  for  Democracy." 

19.  Daniel  Blain,  "Twentieth  Century  Psychiatry  —  Living  History  in  the  Life 
of  Kenneth  E.  Appel,  M.D.,  1896-1979,"  Transactions  &  Studies  of  the  College  of 
Physicians  of  Philadelphia,  1980,  2:144-154;  and  Francis  Braceland,  "In  Memo- 
riam:  Kenneth  Ellmaker  Appel,  1896-1979,"  American  Journal  of  Psychiatry,  1980, 
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and  cultural  anthropology,  at  one  end  of  the  academic  spectrum,  to 
psychopharmacology  and  neurophysiology,  at  the  other.  Tranquiliz- 
ers and  other  new  classes  of  drugs  were  on  the  verge  of  revolutioniz- 
ing patient  care.  At  the  same  time,  dramatic  new  opportunities  were 
opening  up  for  significant  social  policy  shifts  in  the  care  of  the 
mentally  ill.20 

Appel  titled  his  presidential  address,  "The  Present  Challenge 
of  Psychiatry."  As  America  was  on  the  eve  of  the  Korean  war, 
and  entering  into  the  deep  chill  of  the  cold  war,  Appel  began  by 
capitalizing  upon  the  same  themes  as  Strecker.  "Forces  of  disintegra- 
tion and  destruction  are  on  the  march,"  he  declared.21  There  existed 
a  pervasive  sense  of  fatalism  and  futility  in  man  and  society.  Ameri- 
cans felt  threatened  by  the  hydrogen  bomb,  enemy  aircraft,  and 
biological  warfare.  Sadly,  though,  Appel  believed,  the  United  States 
was  using  horse  and  buggy  concepts  in  an  atomic  age.  The  world 
once  again  was  near  a  social  psychosis,  war.  But,  he  indicated,  the 
same  principles  involved  in  ameliorating  destructive  impulses  of 
individuals  in  psychotherapy  could  be  used  profitably  in  interna- 
tional contacts,  conferences,  and  relationships.  Therefore,  he  con- 
cluded that  it  was  possible  that  Freud  might  help  us  to  balance  the 
conflict  between  our  destructive  and  constructive  forces,  for  we  all 
are  linked  in  a  common  brotherhood.22 

The  rest  of  Appel's  talk  reflected,  indirectly,  the  consequences 
of  psychiatry's  shift  to  private  practice  as  its  main  professional 
concentration  —  psychotherapy  clearly  had  become  the  "keystone" 
treatment.  In  particular,  the  old  institutional  values  of  mental 
health,  which  emphasized  the  simple  restoration  of  a  citizen's  ability 
to  function  independently,  were  replaced  by  a  more  complex  stan- 
dard. If  mental  health  was  thought  of  as  the  capacity  to  approach 
one's  full  potentialities  in  work,  to  enjoy  meaningful  relationships 
with  families  and  friends,  and  to  be  zestful  in  leisure  and  recreational 
activities,  then  mental  health  was  not  conceived  merely  as  the  ab- 
sence of  illness,  but  as  a  level  of  living  that  has  no  limit.  Psychother- 
apy, referred  to  by  Appel  as  a  "creative  social  experience,"  thus 
became  not  only  a  means  of  healing  but  an  opportunity  for  personal 


20.  Pressman,  "Uncertain  Promise,"  pp.  318-336;  Grob,  Mental  Illness  and 
American  Society,  1875—1940;  and  Judith  Swazey,  Chlor -promazine  in  Psychiatry: 
A  Study  of  Therapeutic  Innovation  (Cambridge,  Mass.:  MIT  Press,  1974). 

21.  Kenneth  Appel,  "The  Present  Challenge  of  Psychiatry,"  American  Journal 
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growth.  In  contrast  to  this  glorious  vision,  the  nation's  mental 
institutions  looked  even  sorrier  than  in  the  past,  unable  to  supply 
the  rudiments  of  individualized  treatment. 

AppePs  critique,  and  his  call  for  a  psychiatric  equivalent  of  the 
Flexner  report,  led  eventually  to  the  Mental  Health  Study  Act  of 
1955,  the  famous  Joint  Commission  on  Mental  Health  (which  Ap- 
pel  personally  gave  to  President  John  F.  Kennedy  to  sign  in  1961), 
and  the  passage  of  the  Mental  Health  Act  of  1963. 24  Institutional 
and  private  practice  psychiatry  were  giving  way  to  a  new  paradigm, 
that  of  the  community  mental  health  program.  In  a  paper  delivered 
in  1963,  Appel  declared  that,  in  his  opinion,  community  psychiatry 
had  become  more  important  than  hospital  psychiatry.  "Hospital 
psychiatry  will  never  be  eliminated,"  he  stated,  "but  the  hospital 
itself  can  move  out  into  the  community  through  extramural  activity 
if  the  government  will  provide  the  resources."25  Appel  is  credited 
as  one  of  the  few  psychiatrists  who  have  had  a  direct  visible  impact 
on  the  specific  features  of  the  psychiatric  landscape  in  America.26 
In  a  sense,  the  history  of  institutional  psychiatry  had  run  full  circle. 
The  original  asylum  superintendents  argued  that  if  the  mentally 
disordered  were  to  regain  their  sanity,  they  would  have  to  be  physi- 
cally sequestered  from  the  social  circumstances  that  had  led  to  the 
disorder.  In  contrast,  however,  the  modern  psychiatrists  hoped  to 
pull  back  from  the  periphery  and  have  their  clientele  re-enter  society, 
by  establishing  hospitals  without  walls. 

I  would  like  now  to  shift  from  the  global  changes  affecting  the 
whole  of  psychiatry,  as  seen  through  the  eyes  of  these  three  leaders, 
and  instead  focus  on  the  micro-level  developments  that  were  oc- 
curring in  their  own  institutional  backyard.  Strecker  often  cited  the 
importance  of  Philadelphia  as  the  cradle  of  American  psychiatry, 
and  made  reference  to  the  leverage  this  legacy  offered  in  further 
shaping  the  profession.  In  the  Institute,  one  may  argue,  the  lever 
found  a  new  fulcrum. 

The  Institute  of  Pennsylvania  Hospital 

In  1841,  insane  patients  were  moved  from  the  wards  within  the 
downtown  Pennsylvania  Hospital  and  placed  for  treatment  at  the 

23.  Ibid. 

24.  Gerald  N.  Grob,  From  Asylum  to  Community:  Mental  Health  Policy  in 
Modern  America  (Princeton,  N.J.:  Princeton  University  Press,  1991). 
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new  44th  Street  farm,  under  the  supervision  of  Kirkbride.  In  1859, 
a  new  building  was  constructed  at  49th  Street  to  house  a  separate 
men's  department.  In  1929,  the  men  were  moved  back  to  the  44th 
street  location.  At  the  same  time,  a  new  building  was  constructed 
at  the  49th  Street  complex,  and  was  formally  opened  in  1930  as  the 
Institute  for  Mental  Hygiene,  though  its  name  was  soon  altered  to 
the  Institute  of  Pennsylvania  Hospital.  In  addition  to  the  Institute, 
the  cluster  of  facilities  referred  to  under  this  rubric  now  included 
the  Department  for  Nervous  and  Mental  Diseases  at  the  44th  Street 
location,  which  provided  care  for  patients  with  chronic  psychoses; 
the  8th  Street  neuropsychiatric  clinic,  which  focused  on  outpatient 
treatment;  a  child  guidance  clinic  located  at  17th  Street;  the  Rhoads 
Farm,  a  long-term  residential  center;  and  the  Franklin  School,  a 
live-in  facility  designed  to  treat  intelligent  but  poorly  behaved  chil- 
dren, many  of  whom  had  been  victims  of  the  encephalitis  outbreaks. 
The  new  Institute  at  49th  Street  was  T-shaped,  with  one  wing  de- 
voted to  an  outpatient  department  with  a  separate  entrance.  An- 
other wing  housed  a  set  of  private  offices  for  staff  doctors  to  use 
for  consultations  with  their  own  patients.  The  main  trunk  of  the 
building  included  60  residential  beds.  The  physicians  were  paid  no 
salaries,  but  were  allowed  to  see  outpatients  in  the  afternoon.  Hours 
were  also  set  aside  for  interviews  in  the  evening  and  on  Sunday,  so 
as  not  to  interfere  with  visitors'  daytime  employment.  In  1940, 
Earl  Bond  was  chief  administrator,  aged  51;  Strecker  was  chief  of 
Clinical  Service,  aged  44;  and  Appel  was  chief  of  Outpatient  Ser- 
vice, at  the  ripe  old  age  of  thirty-four. 27 

What  made  the  Institute  a  unique  psychiatric  environment?  I 
will  concentrate  on  four  aspects.  First,  the  Institute  espoused  the 
breaking  down  of  the  distinctions  between  abnormal  and  normal, 
between  a  person  who  was  mentally  ill  and  an  ordinary  citizen.  It 
was  truly  innovative  in  its  choice  of  primary  clientele,  developing 
a  new  market  for  psychiatric  services.  When  the  Institute  opened 
on  1  March  1930,  its  goal  was  the  "application  of  psychiatry  to 
normal  and  everyday  people."  The  justification  was  that  "there  are 
apparently  plenty  of  'normal  people'  who  recognize  that  they  need 
a  better  way  of  handling  their  adjustments  to  their  work  and  to 
their  families."  Therefore,  arrangements  were  made  so  that  "it  is 


27.  Earl  Bond,  "Work  and  Purposes  of  the  Institute  for  Mental  Hygiene,"  New 
England  Journal  of  Medicine,  1931,  204:1139;  Palmer,  "History  of  Psychiatry  in 
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possible  for  patients  to  live  at  the  Institute  and  continue  their  busi- 
ness or  studies."28  For  example,  one  female  student  stayed  at  the 
Institute  overnight,  and  left  "without  seeming  to  find  anything  out 
of  the  ordinary  in  the  situation";  furthermore,  "there  was  nothing 
for  her  to  sign  on  entering  or  leaving."29  Strecker's  determination 
to  apply  the  principle  that  psychiatry  should  be  incorporated  into 
community  life  prompted  him  to  be  one  of  the  first  psychiatrists  to 
open  a  consulting  room  in  an  office  building,  away  from  a  hospital 

30 

premises. 

The  clinical  focus  was  on  the  specific  human  needs  of  everyday 
life,  with  the  targeted  patient  population  being  the  professional, 
"superior"  citizen.  Indeed,  the  Institute  bragged  that  its  clientele 
was  comprised  of  teachers,  doctors,  students,  druggists,  nurses, 
and  businessmen.  Its  patients  were  thus  the  "finest  and  most  gifted 
patients  that  could  be  found."31  It  was  in  such  people  that  the 
Institute  might  find  the  difficulties  with  which  it  was  concerned: 
insomnia,  tenseness,  conflicts  between  differing  loyalties,  inferiority 
feelings,  mild  depressions,  and  fears.  Patients  who  came  in  for  con- 
sultations on  such  matters  "have  the  determination  to  work  things 
out  for  themselves  but  they  realize  the  value  of  putting  their 
thoughts  into  words  for  a  physician  who  is  interested  but  not  him- 
self involved."32  The  goal  was  to  apply,  in  actual  psychiatric  prac- 
tice, the  rhetoric  of  the  mental  hygiene  movement,  in  which  mental 
health  was  not  a  binary  condition,  consisting  of  either  sanity  or 
insanity,  but  a  matter  of  subtle  degrees  and  shades.  If  anything, 
psychiatry  was  to  minister  not  only  to  distorted,  shattered  souls, 
but  also  to  the  "most  normal."  Strecker  best  captured  how  the 
Institute's  ideology  was  a  radical  departure  from  previous  institu- 
tional ideology.  In  his  words,  the  Institute  would  have  as  its  single 
objective  "human  adjustment  and  happiness,"  and  "its  laboratory 
will  be  life  itself."33  Crucial  to  this  enterprise  was  the  removal  of 
the  stigma  which  had  hidden  the  care  of  mental  disorders  away 


28.  Pennsylvania  Hospital,  Annual  Reports  (1930),  p.  28  and  (1934),  p.  13. 

29. 1  would  like  to  thank  archivist  Caroline  Morris  at  the  Pennsylvania  Hospital 
for  her  assistance  in  this  project.  Bond,  "Work  and  Purposes  of  the  Institute  for 
Mental  Hygiene,"  p.  1142. 

30.  Blain,  "Twentieth  Century  Psychiatry,"  p.  147. 

31.  Pennsylvania  Hospital,  Annual  Reports  (1930),  p.  3,  and  (1935),  p.  13. 

32.  Pennsylvania  Hospital,  Annual  Reports  (1935),  p.  13. 

33.  Bond,  "Balance  in  Psychiatric  Research,"  pp.  419-422;  Pennsylvania  Hospi- 
tal, Annual  Reports  (1936),  p.  12;  and  Edward  A.  Strecker,  "Psychiatric  Impondera- 
bles," Psychiatric  Quarterly,  1930,  4:57. 
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from  direct  contact  with  society;  effective  psychiatry  was  psychiatry 
out  in  the  open.  The  battle  was  not  an  easy  one.  To  the  chagrin  of 
the  Institute's  founders,  its  original  name  had  to  be  changed  as 
clients  were  fearful  that  an  overnight  stay  at  a  facility  of  "mental 
hygiene"  would  taint  them.34 

The  second  unusual  aspect  of  the  Institute  was  its  integration 
of  care  for  both  chronic  and  acute  cases,  represented  by  the  Depart- 
ment for  Nervous  and  Mental  Diseases  and  the  Institute;  the  same 
organizational  staff  of  teachers,  practitioners,  and  researchers  came 
into  contact  with  all  the  categories  and  phases  of  mental  illnesses. 
This  contrasted  with  the  organization  of  care  on  the  national  scene, 
where  chronic  cases  were  treated  in  the  remote  state  hospitals,  and 
the  university  hospital  wards  or  clinics  studied  acute  or  mild  ner- 
vous disorders.  It  was  precisely  for  this  structural  innovation  that 
the  Institute  was  singled  out  by  the  Rockefeller  Foundation  as  being 
a  key  site  in  the  1930s  for  the  reinvigoration  of  American  psychiatry. 
The  Foundation  became  convinced  that  the  complex  of  facilities  at 
the  Institute  "has  the  only  situation  in  which  are  found  chronic 
and  acute  psychoses,  neuroses,  and  what  can  be  described  only  as 
nervous  symptoms  in  gifted  and  ordinary  people."35 

The  interest  of  the  Rockefeller  Foundation,  and  other  philan- 
thropies, fostered  the  development  of  the  third  unusual  feature  of 
the  Institute,  its  leadership  at  the  vanguard  of  psychiatric  training, 
research,  and  treatment.  In  1939,  the  Institute  was  identified  as  the 
only  significant  location  between  Baltimore  and  New  York  at  which 
young  psychiatrists  could  be  trained.  The  Rockefeller  Foundation, 
for  example,  was  willing  to  spend  over  three  hundred  thousand 
dollars  in  support  of  the  training  and  research  programs.  Such 
largesse  paid  for  the  year-long  visit  from  Vienna  of  Herman  Nun- 
berg,  a  psychoanalyst  formally  trained  by  Freud;  provided  the  basis 
for  a  full  three-year  psychiatric  residency  program;  and  underwrote 
the  cost  of  10- week  clinics  in  which  psychiatrists  from  state  hospi- 
tals all  over  the  region  learned  the  latest  therapeutic  techniques. 
These  clinics  became  especially  important  with  the  advent  of  the 
various  shock  therapies  (insulin,  metrazol,  and  electric  shock),  each 
of  which  the  Institute  first  tested  experimentally.  It  then  trained 
representatives  from  the  region's  state  institutions  on  how  these 

34.  Bond,  "Work  and  Purposes  of  the  Institute  for  Mental  Hygiene,"  p.  1138. 

35.  Earl  Bond  to  Alan  Gregg,  8  March  1939,  Record  Group  1.1,  Series  200, 
Box  150,  Folders  1278,  Rockefeller  Foundation  Corporate  Records,  Rockefeller 
Foundation  Archives. 
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therapies  should  be  administered.  The  Institute  also  hosted  several 
"Mental  Health  Institutes,"  where  practitioners  and  administrators 
from  mental  hospitals  around  the  country  met  to  become  instructed 
in  progressive  asylum  care;  Appel  himself  presided  over  the  1949 
meeting.  In  short,  the  Institute  was  following  in  Kirkbride's  legacy, 
where  the  elite  asylums  took  upon  themselves  the  duty  of  spreading 
innovations  in  mental  health  to  the  growing  state  hospitals,  which 
did  not  have  the  resources  to  launch  new  initiatives  of  their  own. 

The  Institute's  policy  of  investigating  each  new  therapy  had 
yielded  a  significant  impact  on  the  development  of  psychosurgery 
in  America.  As  pioneered  in  the  United  States  at  George  Washington 
University  by  neurologist  Walter  Freeman  and  neurosurgeon  James 
Watts,  these  brain  operations  were  initially  used  on  a  relatively 
narrow  group  of  psychiatric  conditions.  The  best  results  from  such 
treatments  were  believed  to  be  obtained  in  cases  of  severe  agitated 
depressions  or  other  affective  disorders;  from  the  outset,  psychotics 
were  thought  to  fare  poorly. 37  This  changed,  however,  with  a  report 
in  1940  by  Strecker  as  part  of  a  nationally  publicized  speech  com- 
memorating the  Bicentennial  of  the  University  of  Pennsylvania 
Medical  School.  Strecker  described  how  the  Institute  had  decided 
to  employ  lobotomy  on  a  group  of  severe  schizophrenics.  The  re- 
sults, he  declared,  were  "truly  amazing,"  even  in  otherwise  hopeless 
cases  of  mental  illness.  One  woman,  for  example,  had  been  so 
violent  as  to  necessitate  feeding  via  stomach  tube.  After  lobotomy, 
she  was  calm  enough  to  play  bridge  and  sculpt. 38  At  a  meeting  of  the 
APA  the  following  year,  Strecker  delivered  a  more  formal  account  of 
five  such  operations. 39  Strecker's  endorsement  provided  an  impor- 
tant source  of  legitimation  for  the  new  procedure  of  psychosurgery 
during  its  early,  tentative  years;  but  more  importantly,  he  had 
pointed  the  way  for  the  application  of  the  treatment  to  the  vast 
numbers  of  chronic  schizophrenics  that  were  swelling  the  nation's 
state  hospitals.  The  eclectic  nature  of  the  treatment  philosophy  at 
the  Institute  meant  that  reports  stemming  from  it  carried  an  unusu- 


36.  See  project  files  on  the  Institute  of  Pennsylvania  Hospital,  Record  Group 
1.1,  Series  200,  Box  150,  Folders  1277-1281,  Rockefeller  Foundation  Corporate 
Records,  Rockefeller  Foundation  Archives. 

37.  Pressman,  "Uncertain  Promise,"  p.  98. 

38.  Edward  A.  Strecker,  "Pharmacological  and  Surgical  Approaches,"  in  Thera- 
peutic Advances  in  Psychiatry  (Philadelphia,  Pa.:  University  of  Pennsylvania  Press, 
1940),  pp.  1-6. 

39.  Edward  A.  Strecker,  Harold  Palmer,  and  Francis  Grant,  "A  Study  of  Frontal 
Lobotomy,"  American  Journal  of  Psychiatry,  1942,  98:524—532. 
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ally  persuasive  force  as  they  were  perceived  to  be  biased  neither 
by  the  somaticists  nor  the  psychotherapists.  Strecker's  reports  of 
"miraculous  results"  from  lobotomies  of  schizophrenics  thus  soon  _ 
inspired  many  others  to  use  the  operation;  Walter  Freeman  himself 
stated  that  had  it  not  been  for  Strecker's  courage  he  himself  might 
never  have  attempted  the  procedure  on  so  "unfruitful"  a  popula- 
tion.40 Here  too,  the  unique  circumstances  of  the  Institute  became 
apparent.  There  were  few  other  places  in  the  nation  where  the  latest 
"scientific"  treatments  might  be  tried  out,  seriatim,  on  the  most 
chronic  of  institutional  populations.  Strecker  could  be  so  confident 
that  lobotomy  might  be  considered  for  the  Institute's  chronic  pa- 
tients because  the  Institute  had  the  rare  resources  to  have  already 
attempted  treatment  and  failed  with  insulin,  metrazol,  and  every- 
thing else  available. 

The  fourth  distinctive  feature  of  the  Institute  was  its  role  as  a 
base  for  the  direct  movement  of  psychiatry  into  community  affairs, 
that  is,  "the  extension  of  psychiatry  into  the  lives  of  everyday 
people."41  The  Institute  boasted  that  its  facilities  and  staff  func- 
tioned as  a  community  unit  on  which  many  educational  institutions, 
social  agencies,  churches,  and  individuals  depended  for  advice  and 
constant  aid,  and  thus  "a  community  need  is  being  met  in  a  practical 
manner."42  In  particular,  instruction  in  mental  hygiene  was  provided 
by  the  Institute  at  four  medical  schools,  eight  colleges,  ten  high 
schools,  nine  social  agencies,  eight  churches,  and  seven  hospitals, 
and  these  were  not  just  in  the  Philadelphia  area.43  The  program  of 
extension  did  not  stop  at  the  boundaries  of  the  Institute's  direct 
influence.  Appel,  in  applying  the  psychobiological  paradigm  of  mal- 
adjustment to  civilization,  found  himself  convinced  that  modern 
society  was  itself  suffering  a  form  of  "global  lunacy,"  evidenced 
by  the  increasing  burdens  of  mental  illness,  juvenile  delinquency, 
divorce,  alcoholism,  economic  instability,  and  war.  The  precipitat- 
ing factor  was  the  increasing  isolation  and  separateness  that  modern 
life  created  within  and  between  countries,  a  form  of  schizophre- 
nia.   Appel's  own  prescription  for  curing  social  schizophrenia  was 

40.  Gert  Heilbrunn  and  Paul  Hletko,  "Disappointing  Results  with  Bilateral 
Prefrontal  Lobotomy  in  Chronic  Schizophrenia,"  American  Journal  of  Psychiatry, 
1943,  99:569;  Strecker,  Palmer,  and  Grant,  "Study  of  Frontal  Lobotomy,"  p.  531. 

41.  Pennsylvania  Hospital,  Annual  Reports  (1931),  p.  19. 

42.  Pennsylvania  Hospital,  Annual  Reports  (1937),  p.  11. 

43.  Pennsylvania  Hospital,  Annual  Reports  (1937),  p.  12. 

44.  Marjorie  van  de  Water,  "Prescription  for  Peace,"  Science  News  Letter,  9 
February  1946,  49:90-91. 
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innovative  and  influential.  He  established  a  series  of  international 
exchange  programs  for  young  adults  that  eventually  grew  into  the 
Experiment  in  International  Living,  which  has  been  described  by 
some  as  a  forerunner  to  the  Peace  Corps.45 

Making  Psychiatry  Respectable 

Bond  was  fond  of  quoting  Raymond  Fosdick,  president  of  the 
Rockefeller  Foundation,  on  the  current  condition  and  future  pros- 
pects of  psychiatry.  According  to  Fosdick,  progress  in  the  study  and 
care  of  mental  disease  "awaits  release  from  traditional  attitudes," 
beliefs  that  were  held  by  the  medical  as  well  as  the  lay  community.46 
The  theme  that  links  the  three  leaders  of  the  Institute,  Bond, 
Strecker,  and  Appel,  I  claim,  was  precisely  this  task  of  making 
psychiatry  respectable  —  that  is,  transforming  it  into  a  profession 
that  would  maintain  a  solid  medical  legitimacy,  and  at  the  same 
time  be  considered  of  practical  value  by  society.  Of  the  three, 
Strecker  was  perhaps  the  most  conspicuously  successful  in  this  role. 
Indeed,  in  1947,  the  Saturday  Evening  Post  published  a  feature 
article  on  Strecker,  titled,  "He  Made  Psychiatry  Respectable."  It 
stated: 

These  days  you  find  something  about  psychiatry  wherever  you 
look,  in  movies,  books,  magazines,  newspapers,  lectures  and 
the  acts  of  Congress.  If  this  means  the  public  is  getting  up 
nerve  to  face  the  prejudices  against  the  mentally  ill,  some  of 
the  credit  must  go  to  Strecker.  His  career  epitomizes  psychia- 
try's trend  from  asylum  to  soapbox.  He  is  its  ambassador  of 
goodwill.4 

To  achieve  the  twin  goals  referred  to  above,  the  three  leaders  advo- 
cated a  delicate  balance  in  treatment  orientation,  in  which  the  na- 
ture of  the  problem  dictated  the  therapy,  and  not  vice  versa.  In  this 
policy,  they  were  self-consciously  following  the  dictates  of  Adolf 
Meyer's  medical  philosophy  of  psychobiology,  which  held  that  the 
study  of  the  mind  necessarily  must  be  integrated  with  the  study  of 
the  body;  the  unity  of  the  organism  was  paramount.  Within  this 
philosophy,  then,  psychoanalysis  was  as  valid  as  psychosurgery, 
depending  upon  the  patient's  individual  needs;  nothing  was  ruled 


45.  Braceland,  "In  Memoriam:  Kenneth  Ellmaker  Appel,  1896-1979,"  p.  501. 

46.  Bond,  "Balance  in  Psychiatric  Research,"  p.  419. 

47.  Williams,  "He  Made  Psychiatry  Respectable,"  p.  33. 
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in  or  out  a  priori.  Bond  wrote,  for  example,  that  the  Institute  "places 
analytic  research  alongside  chemical  and  neurological  research."  On 
the  other  hand,  he  admitted  that  a  large  gap  remained  between 
"what  we  know  about  the  neuron  and  the  synapse  and  what  we 
know  about  the  working  of  the  human  mind."  "It  will  take  a  great 
many  guinea  pigs  laid  end  to  end,"  Bond  remarked,  "to  show  us 
the  mechanics  of  man's  inner  comedies  and  tragedies."48  Strecker 
explained  that  as  "psychobiology  urges  a  pluralistic  view  regarding 
the  etiology  of  mental  disease  .  .  .  there  is  no  necessity  for  limiting 
ourselves  to  one  method  of  approach  since  each  school  or  doctrine 
contributes  something  which  may  be  valuable."49  This  pluralism, 
however,  did  not  imply  an  uncritical  attitude.  Strecker  cautioned 
elsewhere  that  "in  psychosurgery  also  and  perhaps  in  certain  areas 
in  psychoanalysis  there  has  been  a  too  wide,  too  speedy,  and  too 
indiscriminate  application  of  methods  which,  valuable  as  they  are, 
still  should  be  very  selectively  used."50  Appel  also  continued  in  this 
pluralistic  tradition.  He  commented  that  "it  is  easy  for  psychiatrists 
using  shock  to  neglect  psychotherapy";  similarly,  "the  psychothera- 
pists at  times  overlook  opportunities  when  shock  would  be 
helpful."51 

The  second  goal  was  to  remove  the  taboos  accompanying  in- 
sanity, to  make  the  practice  of  treating  mental  disorders  into  an 
expansive  profession  of  large  social  value.  Here  we  have  a  vision 
of  the  modern  psychiatrist  in  service  to  the  citizen,  who  was  beset 
by  the  woes  of  advancing  civilization.  In  Strecker's  words,  "only 
the  forethought  and  advice  of  a  sensible  and  understanding  physi- 
cian will  secure  for  him  the  right  and  the  opportunity  to  grow  up 
in  his  mind,  emotions,  and  personality  as  well  as  in  his  bones  and 
muscles.'02  As  a  corollary  to  this,  the  new  respect  for  the  psychia- 
trist was  also  dependent  upon  the  psychiatrist's  own  respect  for  the 
patient,  to  see  him  or  her  as  more  than  a  pathological  organism,  as 

48.  Earl  Bond,  "An  Experiment  in  Psychoanalysis,"  Transactions  of  the  College 
of  Physicians  of  Philadelphia,  1932,  54:74;  Bond,  "Balance  in  Psychiatric  Research," 
p.  422. 

49.  Edward  A.  Strecker  and  Franklin  Ebaugh,  Practical  Clinical  Psychiatry,  4th 
ed.  (Philadelphia,  Pa.:  Blakiston,  1937),  pp.  6  and  12. 

50.  Edward  A.  Strecker,  "The  Psychobiology  of  Psychiatric  Research,"  in  Cecil 
Drinker,  et  al.,  Psychiatric  Research  (Cambridge,  Mass.:  Harvard  University  Press, 
1947),  p.  Ill;  and  Edward  A.  Strecker,  "Should  Psychoanalysis  Be  Purged?"  Trans- 
actions &  Studies  of  the  College  of  Physicians  of  Philadelphia,  1938,  6:228-241. 

51.  Appel,  "Present  Challenge,"  p.  8. 

52.  Edward  A.  Strecker,  "Behavior  Problems  in  Children:  Treatment,"  Pennsyl- 
vania Medical  Journal,  1937,  41:192-196. 
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also  an  individual  struggling  towards  a  useful  and  productive  life. 
The  psychiatrist  would  need  to  draw  upon  unusual  resources  of 
character  to  establish  such  a  nurturing  dialogue  with  the  patient. 

Conclusion 

The  goal  of  building  a  respectable  psychiatry  that  was  of  sufficient 
medical  legitimacy,  and  of  wide  social  utility,  relied  upon  an  en- 
larged definition  of  what  was  a  good  psychiatrist  or  even  a  good 
physician.  Within  this  definition,  the  world  of  the  laboratory  and 
that  of  the  library  or  consulting  room  were  considered  to  be  comple- 
mentary, not  incommensurate.  Humankind  was  to  be  guided  by 
emotions  and  character  as  well  as  reason.  However,  in  today's  value- 
systems  it  is  increasingly  difficult  to  maintain  the  dual  role  of  coun- 
selor and  medical  scientist.  As  medicine  in  general  relies  upon  ever 
stricter  laboratory  standards  of  what  is  real  or  valid,  the  definition 
of  what  constitutes  a  good  doctor  becomes  that  much  narrower. 
The  precipitous  decline  during  the  last  10  years  in  the  status  of 
psychoanalysis,  for  example,  may  reflect  the  shrinkage  that  has 
already  occurred.  In  the  past,  part  of  a  physician's  medical  authority 
stemmed  from  the  assumption  that  he  or  she  was  learned  in  the  ways 
of  people  and  society,  a  knowledge  that  was  seen  as  legitimating  his 
or  her  right  to  intervene  in  intimate  human  affairs.  Psychoanalysts, 
among  the  most  scholarly  of  physicians,  thus  were  looked  upon  as 
effective  doctors.  As  of  now,  however,  such  broad  cultural  learning 
no  longer  is  considered  an  appropriate  route  to  a  career  that  de- 
mands the  absorption  and  analysis  of  a  tremendous  volume  of 
scientific  facts.  Whether  psychiatry  will  dissolve  into  two  totally 
separate  professions,  one  of  lay  counseling  and  the  other  of  purely 
biological  approaches,  remains  to  be  seen.  On  the  other  hand,  there 
is  also  a  possibility  that  general  medicine  might  reintegrate  the 
special  function  of  the  healing  relationship  back  into  its  list  of 
medical  priorities.  Perhaps  in  this  psychiatry  might  lead  the  way. 

To  conclude,  I  would  like  to  reflect  upon  the  implications  of 
the  title  of  the  symposium,  "A  Reciprocal  Influence:  An  Historical 
View  of  Mental  Illness  and  Its  Treatment,"  which  suggests  that  there 
exists  a  continuing  dialogue  between  current  and  past  psychiatry. 

53.  This  paragraph  is  adapted  from  a  larger  historical  overview  of  psychiatry: 
Jack  D.  Pressman,  "The  History  of  the  Concept  of  Mental  Illness  in  the  West,"  in 
Kenneth  Kiple,  ed.,  The  History  and  Geography  of  Human  Disease  (Cambridge: 
Cambridge  University  Press,  forthcoming). 
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Indeed,  psychiatry  is  something  of  an  anomaly  among  medical  spe- 
cialties in  that  practitioners  of  the  past  are  looked  to  for  useful 
guidance,  today.  Where  a  current  psychiatrist  might  read  Freud, 
Sullivan,  or  Horney  in  the  original,  it  is  unlikely  that  a  microbiolo- 
gist would  look  to  Virchow  or  Ehrlich's  monographs  for  helpful 
hints.  It  appears  that  the  human  insights  necessary  for  psychiatric 
practice  do  not,  as  does  laboratory  advice,  go  entirely  out  of  fashion. 
It  is  precisely  in  the  development  of  the  psychiatrist's  character  that 
history  and  its  lessons  becomes  useful.  It  is  no  accident,  therefore, 
that  Earl  Bond  wrote  the  first  major  study  of  Kirkbride,  finding  a 
source  of  inspiration  for  current  psychiatric  practice.  Clio,  it  seems, 
counsels  the  counselors. 

University  of  California,  San  Francisco 
Department  of  the  History  of  Health  Sciences 
Room  U-464,  Mailstop  0726 
San  Francisco,  CA  94143 


Mad-Doctors  in  the  Dock:  Forensic 
Psychiatry's  Early  Claims  to  Expert 
Knowledge 

JOEL  P.  EIGEN 

How  does  an  evolving  profession  stake  its  claim  to  expert  knowl- 
edge? When  the  field  of  knowledge  is  so  specialized  that  the  layman 
is  bewildered  by  the  facts  themselves,  or  somewhat  dazed  by  the 
implications  which  flow  from  a  specialist's  explanations,  the  process 
of  convincing  the  public  that  expertise  is  needed  is  usually  not 
problematic:  the  subject  matter  itself  appears  to  call  for  an  expert. 
When,  however,  the  expert  knowledge  claimed  by  the  would-be 
specialist  was  previously  not  knowledge  at  all,  but  folk  wisdom  or 
common  sense  —  thought  to  be  well  within  everyday  experience  — 
the  task  of  persuading  the  layman  that  he  cannot  "believe  his  eyes" 
is  difficult  indeed.  The  assertion  of  esoteric  knowledge  has  been  of 
particular  interest  to  historians  and  sociologists  who  search  for 
primary  materials  with  which  to  reconstruct  the  early  stages  in  the 
rise  of  prestigious  professions,  particularly  the  sequence  of  stages 
which  illustrate  cultural  recognition  and  acceptance  of  claims  to 
specialized  insight. 

This  article  examines  the  early  years  of  medical  specialists  in 
the  courtroom  who  endeavored  to  convince  a  suspicious  judiciary 
and  lay  public  of  their  unique  ability  to  discern  madness.  Unlike 
their  more  publicity-shy  colleagues  who  restricted  pronouncements 
of  expertise  to  the  pages  of  contemporary  medical  literature,  the 
"mad-doctors"  who  constitute  the  present  study  ventured  out  into 
the  early-nineteenth-century  courtroom  to  assert  a  professional 
ability  to  "pierce  sanity's  smokescreen."  By  analyzing  their  testi- 
mony over  a  critical  span  of  years,  one  can  examine  first-hand  the 
substantive  nature  of  their  claim  to  a  privileged  voice  in  matters  of 
criminal  insanity:  the  effort  to  transport  commonly  understood 
notions  of  mental  derangement  into  an  unfamiliar  territory  of  dis- 
pute and  ambiguity,  where  the  only  sign-posts  were  provided  by 
medical  practitioners  experienced  in  the  treatment  and  supervision 
of  the  insane. 
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Separating  Opinion  from  Fact 

The  first  medical  practitioners  to  offer  psychiatric  forensic  testimony 
encountered  a  criminal  proceeding  which  traditionally  relegated 
witnesses  to  the  role  of  "supplier  of  fact."  In  English  Common  Law, 
witnesses  with  first-hand  knowledge  of  the  case  were  traditionally 
called  to  provide  the  jury  with  facts  which  would  permit  the  draw- 
ing of  inferences  concerning  the  events  surrounding  the  alleged 
criminal  act.  The  courtroom  division  of  labor  mandated  that  wit- 
nesses were  confined  to  facts,  conceived  to  be  impressions  made  on 
the  observer's  senses:  what  the  witness  saw,  heard,  or  smelled. 1  It 
was  the  witness's  personal  and  direct  observation,  his  perception, 
that  rendered  his  testimony  critical  to  an  accurate  reconstruction  of 
the  event.  In  the  words  of  John  Henry  Wigmore,  the  witness  must 
speak  as  a  knower,  not  a  guesser. 2  He  must  see  an  action,  not  merely 
believe  it  took  place.  From  these  direct  observations,  from  these 
facts,  the  jury  alone  was  charged  to  draw  inferences  and  render  an 
opinion  regarding  the  likely  sequence  of  events  surrounding  the  act 
and  the  extent,  if  any,  of  the  accused's  culpability. 

Not  all  witnesses,  however,  were  precluded  from  offering  opin- 
ions. When  the  jury  was  confronted  with  issues  which  lay  outside 
ordinary  experience,  special  witnesses  were  called  to  render  an  opin- 
ion regarding  the  likelihood  that  an  event  or  series  of  events  might 
have  transpired  in  the  manner  described  by  the  layman.  The  opinion 
these  expert  witnesses  offered  was  distinguished  from  the  layman's 
"fact"  by  a  "practical  consideration:  .  .  .  whether  the  inference 
[was]  within  the  fair  range  of  dispute,  or  whether,  given  the  impres- 
sion of  sense,  the  inference  from  them  [was]  so  self  evident  as  to 
make  any  attempt  to  question  it  frivolous."3  By  dint  of  peculiar 
experience  not  shared  by  the  layman,  special  witnesses  —  ship 
captains,  insurance  brokers,  grammarians  skilled  in  the  construc- 
tion of  legal  documents,  or  men  of  medicine  —  drew  inferences 
based  on  their  specialized  training  and  experience,  and  offered  opin- 
ions on  the  construction  of  events  as  they  judged  them. 


1.  Learned  Hand,  "Historical  and  Practical  Considerations  Regarding  Expert 
Testimony,"  Harvard  Law  Review,  1901,  15:45.  For  a  discussion  of  the  historical 
development  of  the  jury  trial,  see  James  Bradley  Thayer,  A  Preliminary  Treatise  on 
Evidence  at  the  Common  Law  (Boston,  Mass.:  Little,  Brown,  1898),  pp.  47-182. 

2.  John  Henry  Wigmore,  Evidence  in  Trials  at  Common  Law,  vol.  7  (Boston, 
Mass.:  Little,  Brown,  1985),  p.  2. 

3.  Hand,  "Historical  and  Practical  Considerations  Regarding  Expert  Testi- 
mony," p.  50. 
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Did  the  presence  of  such  opinion-bearing  experts  in  the  court- 
room necessarily  jeopardize  the  division  of  labor  between  juror 
and  witness?  Anxiety  regarding  the  expert's  possible  encroachment 
upon  the  juror's  prerogative  was  answered  by  the  assertion  that  the 
testimony  of  experts  constituted  just  another  fact  for  the  jury  to 
consider.  Then,  as  now,  this  remains  a  debatable  contention,  and 
nowhere  in  medicine  is  the  fear  that  an  expert  witness  might  usurp 
the  rightful  role  of  the  juror  more  anxiously  asserted  than  in  matters 
of  criminal  insanity,  where  the  ultimate  question  of  mental  derange- 
ment would  appear  to  take  the  matter  of  guilt  or  innocence  out  of 
the  hands  of  the  laymen  serving  on  the  jury.  Not  coincidentally,  it 
was  in  fact  the  specialty  of  mental  medicine  which  had,  and  contin- 
ues to  have,  the  greatest  difficulty  convincing  a  suspicious  lay  public 
that  a  rightful  claim  to  expertise  is  within  its  province.  Historically, 
the  mad-doctor  in  court  was  never  very  far  from  evidentiary  chal- 
lenges to  his  claim  to  "expert  knowledge."  Bitter  British  Parliamen- 
tary debates  in  1815,  1816,  and  1817  had  revealed  significant 
fissures  within  the  medical  community  as  well  as  debates  among 
medicine  and  other  professions  regarding  the  precise  knowledge 
base  claimed  by  medical  superintendents  of  the  insane.4  Indeed  the 
most  basic  issue,  whether  insanity  is  a  medical  issue  at  all,  continues 
to  greet  the  forensic  witness. 

Although  specialists  in  madness  were  newly  arrived  in  the  late- 
eighteenth-century  courtroom,  the  fact  that  they  were  medically 
qualified  enabled  them  to  fit,  however  uneasily,  into  the  forensic 
witness  role  which  men  of  medicine  had  traditionally  enjoyed  in 
European  jurisprudence  since  at  least  the  early-sixteenth  century/ 
Case  materials  reveal  that  surgeons,  physicians,  and  apothecaries 
had  all  appeared  in  the  English  courtroom,  examined  both  by  the 
prosecution  and  the  defense,  and  answered  a  range  of  questions 
spanning  the  particular  to  the  speculative. 6  Was  fever  invariably 
present  when  death  was  due  to  wounds?  Under  what  conditions 
might  blood  be  absent  from  lacerations?  Why  would  a  drowned 


4.  Andrew  Scull,  "From  Madness  to  Mental  Illness:  Medical  Men  as  Moral 
Entrepreneurs,"  European  Journal  of  Sociology,  1975,  J  6:21 8-261. 

5.  Erwin  Ackerknecht  locates  the  first  actual  reference  to  medical  testimony  in 
1511,  when  Phillip  the  Handsome  spoke  of  his  "well  beloved  surgeons,  sworn  experts 
to  the  courts  of  Paris."  Erwin  Ackerknecht,  "Early  History  of  Legal  Medicine," 
in  C.  R.  Burns,  ed.,  Legacies  in  Law  and  Medicine  (New  York:  Science  History 
Publications,  1977),  p.  250. 

6.  Hand,  "Historical  and  Practical  Considerations  Regarding  Expert  Testi- 
mony," pp.  42-43. 
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man  be  found  with  no  water  in  his  lungs?  These  queries  underlined 
the  distinguishing  element  of  expert  testimony:  issues  which  di- 
verged from  the  particular  facts  of  the  immediate  case,  to  the  con- 
struction of  medical  opinion  concerning  forensic  pathology.  Though 
the  occurrence  of  wounds  and  fever  was  doubtless  familiar  to  the 
layman,  the  fateful  course  of  a  fever,  or  the  possible  lethality  of  a 
specific  wound,  required  an  explanation  by  the  specialist.  Madness, 
however,  was  nowhere  near  as  tangible  and  material  as  wounds  or 
fever.  Little  appeared  mysterious  about  madness,  except  perhaps  its 
connection  with  the  moon.  The  task  mad-doctors  faced  was  there- 
fore one  of  establishing  a  separate  realm  of  explanation  which 
shifted  the  unproblematic,  easily  perceivable  signs  of  derangement 
(and  sanity!)  to  the  more  recondite  passageways  of  the  prisoner's 
mind,  a  maze  impenetrable  to  all  but  those  observers  with  experi- 
enced eyes  and  ears. 

The  first  trial  in  which  a  medical  witness  appeared  in  an  English 
courtroom  to  offer  testimony  on  mental  derangement  as  a  specific 
impairment  serves  to  remind  the  historian  that  a  further  obstacle 
confronting  the  early  forensic  witness  was  the  law's  insistence  that 
only  total  insanity  had  exculpatory  value. 7  If  only  total  and  absolute 
insanity  had  legal  significance,  one  hardly  needed  a  specialist  to 
assert  that  baying  at  the  moon,  running  down  the  street  naked  with 
lighted  candles,  or  jumping  on  the  back  of  a  passing  whale  were 
diagnosable  signs  of  impairment.  At  the  trial  of  Earl  Ferrers  in 
1760,  Dr.  John  Monro  asserted  that  uncommon  fury,  jealousy,  and 
groundless  suspicions  were  the  symptoms  of  lunacy.  Relying  in  part 
on  the  medical  man's  testimony,  Ferrers  proceeded  to  fashion  a 
defense  of  "occasional  insanity"  which  would  supposedly  explain  — 
and  excuse  —  the  fatal  assault  on  his  servant.  Occasional  insanity, 
however,  met  with  stiff  opposition  by  the  solicitor  general  who 
employed  Matthew  Hale's  seventeenth-century  stricture  that  partial 
insanity  was  insufficient  ".  .  .  to  excuse  the  committing  of  any  of- 
fense for  its  matter  capital."8  According  to  the  solicitor  general, 


7.  Thomas  Forbes,  however,  assigns  the  role  of  what  would  now  be  called  the 
first  forensic  psychiatrist  to  Edward  Jorden,  who  appeared  at  a  witchcraft  trial  in 
1602.  One  suspects,  however,  that  his  is  a  rather  tendentious  use  of  the  term.  Insanity 
as  a  medical  condition  with  clinico-scientific  properties  of  its  own  was  not  the  focus 
of  the  medical  testimony  in  this  trial.  For  a  discussion  of  Jorden's  role,  see  Thomas 
Rogers  Forbes,  Surgeons  at  the  Bailey:  English  Forensic  Medicine  to  1878  (New 
Haven,  Conn.:  Yale  University  Press,  1985),  pp.  168-169. 

8.  Matthew  Hale,  The  History  of  the  Pleas  of  the  Crown  (London:  E.  R.  Nutt, 
1736),  pp.  30-37. 
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there  had  to  be  either  a  total  permanent  want  of  reason,  or  a  total 
temporary  want  of  reason,  but  not  a  partial  degree  of  insanity 
mixed  with  a  partial  degree  of  reason.  The  attempt  in  1760  to 
introduce  a  form  of  partial  insanity  as  an  exculpatory  condition 
was  ultimately  unsuccessful.  The  defense  of  occasional  insanity  — 
and  the  prisoner  —  were  both  left  twisting  slowly  in  the  wind. 

Beyond  the  Ferrers's  case,  one  can  glimpse  Hale's  criterion  of 
total  insanity  as  the  level  of  derangement  required  for  the  release 
from  criminal  culpability  in  judicial  instructions  given  to  juries  in 
the  late-eighteenth  century.  For  example,  in  a  trial  heard  at  the 
Old  Bailey  in  1786,  the  bench  advised  the  jurors  in  the  following 
manner: 

But  you  observe,  that  I  have  stated  to  you  that  it  must  be  a 
total  derangement  of  the  mind;  and  it  will  be,  therefore,  for 
you  to  consider,  whether  there  is  any  evidence  in  this  case  that 
can  go  anything  near  that  length;  for  unless  it  goes  that  length, 
it  is  my  duty  to  tell  you,  however  it  may  approach  to  that 
degree  of  disorder  ...  it  does  not  amount  to  a  justification. 10 

When  medical  witnesses  endeavored  to  claim  a  special  voice  in 
the  courtroom,  their  efforts  necessarily  confronted  a  legal  stricture 
which  gave  them  little  conceptual  room  to  maneuver.  If  only  total 
insanity  could  excuse  criminal  conduct,  neighbors,  lovers,  and  fam- 
ily members  were  perfectly  well  positioned  to  report  on  histrionic 
outbursts,  verbal  pandemonium,  and  wild  gesticulations.  The  medi- 
cal witness's  effort  to  establish  a  privileged  role  in  the  courtroom 
would  therefore  involve  a  challenge,  however  circuitously  mounted, 
to  Hale's  long-standing  criterion.  Although  phrased  as  delusion, 
monomania,  or  moral  insanity,  the  claim  to  expert  knowledge  en- 
tailed a  far-reaching  assault  on  a  centunes-old  conception  of  crimi- 
nal culpability  resulting  in  the  first  successful  introduction  of  partial 
insanity  into  English  jurisprudence. 

Study  Sample  and  Source  of  Data 

Judicial  instructions  cited  in  the  preceding  1786  case  were  only 
one  feature  of  an  unusual  publication  which  reported  verbatim 

9.  Nigel  D.  Walker,  Crime  and  Insanity  in  England,  Vol.  1:  The  Historical 
Perspective  (Edinburgh,  Great  Britain:  Edinburgh  University  Press,  1968),  pp. 
58-63. 

10.  The  Old  Bailey  Sessions  Papers  {OBSP)  were  officially  known  as  The 
proceedings  on  the  King's  commissions  of  the  peace,  oyer  and  terminer,  and  gaol 
delivery  for  the  City  of  London.  OBSP,  1786,  Sixth  Session,  Case  #591,  p.  875. 
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narratives  of  courtroom  testimony  taken  down  during  the  eight 
annual  sittings  of  the  Old  Bailey,  London's  central  criminal  court. 
Appearing  first  as  Elizabethan  crime  chap-books,  the  Old  Bailey 
Sessions  Papers  (hereafter  OBSP)  provide  graphic  descriptions  of 
criminal  prosecutions  and  case  dispositions,  written  by  laymen  for 
sale  to  the  general  public.  They  constitute  a  valuable  source  of 
primary  materials  concerning  the  language  and  images  used  by 
contemporary  courtroom  participants,  including  witnesses,  attor- 
neys, and  prisoners,  in  the  years  preceding  the  advent  of  systematic 
court  reporting. 11  Particularly  valuable  is  the  testimony  and  cross- 
examination  of  medical  men  —  physicians,  surgeons,  and  apothe- 
caries —  who  appeared  in  court  to  speak  about  insanity  with  in- 
creasing frequency  following  the  trial  of  Earl  Ferrers. 

Beginning  in  1760  with  the  Ferrers  case,  and  ending  with  the 
trial  of  Daniel  McNaughtan  in  1843  which  formalized  the  insanity 
plea,  all  cases  which  came  before  the  Old  Bailey  were  surveyed  for 
the  possible  inclusion  of  testimony  regarding  the  prisoner's  sanity. 
This  search  yielded  330  trials.  Although  it  is  somewhat  anachronis- 
tic to  refer  to  the  Prisoner's  Defense  as  an  "insanity  plea,"  142  (or 
43  percent)  of  these  trials  featured  a  statement  by  the  prisoner 
himself  regarding  the  state  of  senselessness  or  "not  knowing  what 
I  was  about"  at  the  end  of  the  trial.  In  a  few  cases,  the  prisoners 
actually  denied  their  madness,  but  were  acquitted  anyway,  the  jury 
having  relied  on  the  graphic  events  reported  by  family  members, 
neighbors,  and  employers.  When  lay  witnesses  were  not  able  to 
draw  on  vivid  episodes  of  manifest  insanity  to  report  to  the  jury, 
they  most  often  characterized  the  mental  state  as  one  of  "insensibil- 
ity," being  "out  of  his  wits,"  or  given  to  flighty  or  incoherent 
conversation. 

Also  in  evidence  in  the  late-eighteenth  and  early-nineteenth 
centuries  was  the  increasing  participation  of  medical  witnesses.  In 
the  years  that  this  study  spanned,  94  medical  witnesses  addressed 
the  issue  of  mental  derangement,  most  making  only  one  court  ap- 
pearance, although  several  testified  in  quite  a  number  of  trials. 
Surgeon  Gilbert  McMurdo,  for  example,  who  was  employed  by  the 
court  to  visit  prisoners  in  gaol  thought  to  be  likely  to  raise  a  plea 
of  derangement,  testified  at  the  Old  Bailey  no  fewer  than  17  times. 

11.  For  a  complete  description  of  these  narratives,  see  John  H.  Langbein,  "The 
Criminal  Trial  Before  the  Lawyers,"  University  of  Chicago  Law  Review,  1978, 
45:263-316.  Further  analysis  of  the  OBSP  may  be  found  in  Forbes,  Surgeons  at  the 
Bailey,  pp.  15-23. 
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In  the  early  years  of  their  participation  in  insanity  trials,  medi- 
cal witnesses  did  little  more  than  legitimate  the  layman's  testimony, 
declaring  "I  have  looked  upon  him  as  a  man  insane."12  Rarely,  if 
ever,  pressed  by  the  court  for  the  grounds  for  this  opinion,  in  the 
few  instances  when  a  mad-doctor  was  queried  to  substantiate  his 
diagnosis,  the  physician,  surgeon,  or  apothecary  was  likely  to  men- 
tion the  prisoner's  inability  to  conduct  a  rational  conversation.  A 
certain  "want  of  connection  between  his  ideas,"  and  an  inability  to 
follow  a  question  with  an  understandable  answer  were  the  two 
most  frequently  cited  reasons  to  support  the  assertion  that  conversa- 
tion was  flighty  or  incoherent. 13  Certainly  one  searches  the  testi- 
mony narratives  in  vain  for  esoteric  medical  language  or  scientific 
terms  offered  by  early  forensic  witnesses. 

The  paucity  of  technical  nosology  in  medical  testimony  is  easy 
to  understand  when  one  examines  the  professional  literature  of  the 
late-eighteenth  century.  Medicine  had  yet  to  articulate  a  distinc- 
tive —  and  exclusive  —  "way  of  seeing"  madness.  Terms  such  as 
lunacy,  mania,  and  delirium  were  well  within  the  popular  lexicon, 
and  madness,  while  doubtless  a  frightening  state,  was  not  a  particu- 
larly mysterious  one.  Its  causes  were  certainly  various,  but  a  medical 
man  was  hardly  required  to  diagnose  it.  Madness  was,  as  Roy 
Porter  has  written,  "spectacularly  on  view  .  .  .  doubts  about  nature's 
legibility"  troubled  few  observers  in  the  eighteenth  century. 14  Not 
only  was  forensic  testimony  in  the  late-eighteenth  century  practi- 
cally indistinguishable  from  the  layman's  images,  but  medical  wit- 
nesses made  relatively  few  court  appearances  as  well.  Only  one 


12.  For  an  analysis  of  medical  testimony  in  the  late-eighteenth  century,  see  Joel 
P.  Eigen,  "Intentionality  and  Insanity:  What  the  Eighteenth-Century  Juror  Heard," 
in  William  F.  Bynum,  Roy  Porter,  and  M.  Shepherd,  eds.,  The  Anatomy  of  Madness, 
Vol.  2,  Institutions  and  Society  (London:  Tavistock,  1985),  pp.  34-51. 

13.  The  imagery  found  in  eighteenth-century  medical  testimony  flows  directly 
from  the  fundamental  tenets  of  associationism,  the  dominant  school  of  psychology 
in  the  mid-to-late  1700s.  Based  on  the  Lockean  belief  that  all  knowledge  originates 
in  sensory  experience  and  in  the  subsequent  patterns  of  thought  which  result  from 
our  sensations  of  the  outside  world,  associationism  maintained  that  the  repetition 
of  sensations  and  their  resulting  ideas  become  associated  with  one  another  and 
combine  to  form,  in  the  vernacular,  a  "train  of  thought."  See  John  Locke,  An  Essay 
Concerning  Human  Understanding  (1690),  ed.  John  Yolton  (London:  Everyman, 
1961).  For  an  expanded  discussion  of  associationism,  see  Robert  Hoeldtke,  "The 
History  of  Associationism  and  British  Medical  Psychology,"  Medical  History,  1967, 
11:45-65. 

14.  Roy  Porter,  Mind-forg'd  Manacles:  The  History  of  Madness  in  England 
from  the  Restoration  to  the  Regency  (Cambridge,  Mass.:  Harvard  University  Press, 
and  London:  Athlone  Press,  1987),  p.  35. 
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insanity  trial  in  ten  featured  the  appearance  of  a  medical  witness. 15 
The  early  years  of  the  nineteenth  century,  however,  witnessed  a 
dramatic  increase  in  the  participation  rates  of  forensic  experts.  By 
the  1840s,  physicians,  surgeons,  and  apothecaries  specializing  in 
mental  medicine  appeared  in  over  half  of  all  trials  at  the  Old  Bailey 
in  which  mental  derangement  played  a  part  in  the  defense. 16  Such 
a  dramatic  increase  in  participation  suggests  that  by  the  time  of  the 
McNaughtan  trial,  the  specialist  in  forensic  psychiatry  had  arrived. 

But  who  was  he?  Was  the  nineteenth-century  forensic  witness 
merely  a  more  frequent  participant  at  the  Old  Bailey,  resembling 
his  earlier  medical  colleague  on  all  measures,  save  the  frequency  of 
his  court  appearances?  An  investigation  of  medical  testimony  in  the 
early  decades  of  the  1800s  reveals  a  fundamental  shift  in  both  the 
content  of  the  physician's  images,  and  also  a  change  in  the  work- 
related  background  of  the  forensic  witness.  Where  the  eighteenth- 
century  medical  witness  was  likely  to  be  a  neighbor,  attending  fam- 
ily physician,  or  a  medical  practitioner  called  to  the  scene  of  the 
crime  who  happened  to  notice  the  state  of  the  offender's  mind  (and 
subsequently  recounted  his  rambling  conversation  and  incoherent 
mumblings  at  the  trial),  the  nineteenth-century  medical  witness  was 
likely  to  be  an  asylum  physician  or  gaol  surgeon,  whose  sustained 
familiarity  with  the  distracted  informed  a  new  set  of  "understand- 
ings" which  heralded  a  level  of  professional  insight  not  shared  by 
the  casual,  lay  observer. 17 

It  was  precisely  this  sustained,  professional  association  and 
experience  with  the  insane  which  these  latter-day  medical  men  in- 
voked when  they  claimed  a  unique  role  as  advisor  to  the  courts. 
Such  experience  spoke  directly  to  the  common  law's  equation  of 
"peculiar  experience"  with  the  expertise  required  to  form  an  opin- 
ion. Further,  their  opinions,  both  explicitly  and  implicitly  conveyed 
a  disparagement  of  the  layman's  facts  —  in  forensic  terms  —  the 
layman's  sensory  perceptions.  In  print,  medical  men  questioned  the 
perceptual  acuity  of  the  layman:  "Ordinary  persons,"  wrote  John 
Haslam  in  1817,  "have  been  much  deceived  by  the  temporary  dis- 
play of  rational  discourse  ...  [he  does  not]  .  .  .  persist  in  the  inter- 


15.  Eigen,  "Intentionality  and  Insanity:  What  the  Eighteenth-Century  Juror 
Heard,"  p.  42. 

16.  Joel  P.  Eigen  and  Gregory  Andoll,  "From  Mad-doctor  to  Forensic  Witness: 
The  Evolution  of  Early  English  Court  Psychiatry,"  International  Journal  of  Law  and 
Psychiatry,  1986,  9:159-169. 

17.  Ibid. 
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view." 18  The  medical  man  knows  that  "the  subjects  which  constitute 
the  insanity  are  the  prominent  features  of  the  mind,  and  it  is  to 
them  that  the  mind  returns:  the  smallest  rivulet  flows  into  the  great 
stream  of  derangement." 19  In  court,  medical  men  were  soon  to 
argue  that  the  layman  lacked  the  experience  to  compare  cases;  by 
implication,  to  discern  the  fine  shadings  which  separated  eccentric- 
ity from  madness.  It  was  the  experience  of  sustained  observation 
that  enabled  forensic  witnesses  to  distinguish,  for  example,  persis- 
tence from  delusional  contrivance,  or  a  seeming  return  to  rational- 
ity —  referred  to  conventionally  as  a  lucid  interval  —  from  the 
"paroxysm  of  mania."  The  confluence  of  particular  professional 
experience  and  a  professed  ability  to  "pierce  sanity's  smokescreen" 
provided  the  context  for  a  professional  assertion  of  states  of  partial 
insanity  which  had  faced  consistent  rejection  by  the  court. 

Partial  Insanity  and  the  Professional  Gaze 

Although  partial  states  of  insanity  were  not  unknown  to  the  court, 
the  transitory  nature  of  such  derangement  had  always  left  open  the 
possibility  that  the  prisoner  might  have  regained  a  sufficient  degree 
of  mental  coherence  at  the  time  of  the  crime  to  comprehend  the 
nature  of  his  act.  Rather  than  speak  in  terms  of  partial  insanity,  or 
"derangement  by  degrees,"  one  sees  in  medical  testimony  at  the  very 
beginning  of  the  nineteenth  century  an  effort  to  challenge  the  notion 
of  a  return  to  sanity:  the  seeming  restoration  to  mental  soundness. 
Given  the  choice  of  describing  a  prisoner's  state  of  mind  when  he 
stole  a  set  of  spoons  as  "a  lucid  interval"  or  a  "moment  of  constant 
insanity,"  Dr.  Luis  Leo  of  Houndsditch  suggested  in  1801  that  the 
prisoner  could  have  committed  the  act  in  a  paroxysm  of  mania. 20 
The  implication  of  Dr.  Leo's  opinion  —  and  a  theme  which  was  to 
run  throughout  medical  testimony  in  the  second  quarter  of  the 


18.  John  Haslam,  Medical  Jurisprudence  as  it  Relates  to  Insanity  According  to 
the  Laws  of  England  (London:  C.  Hunter,  1817),  p.  61. 

19.  Ibid. 

20.  OBSP,  1801,  Fifth  Session,  Case  #446,  pp.  319-320.  A  paroxysm  of  mania 
was  also  commented  upon  by  Joseph  Mason  Cox  in  a  tract  published  several  years 
after  Dr.  Leo's  second  appearance  at  the  Old  Bailey.  Cox  addressed  the  issue  in  the 
context  of  the  particular  role  which  fell  to  the  medical  witness:  "it  often  proves  a 
perplexing  as  well  as  painful  duty  to  the  physician  to  decide  on  the  Innocence  or 
Guilt  of  the  person  accused,  especially  where  any  doubts  exist  whether  these  acts 
were  perpetrated  during  a  maniacal  paroxysm  or  in  a  lucid  interval."  Joseph  Mason 
Cox,  Practical  Observations  on  Insanity  (London:  C.  &  R.  Baldwin,  1806),  p.  203. 
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century  —  was  that  the  description  of  mental  functioning  did  not 
lend  itself  to  an  "either-or"  characterization  regarding  derange- 
ment: what  might  appear  (to  the  lay  observer)  to  signal  a  return  to 
purposeful  behavior  could  actually  be  a  maniacal  pursuit  of  an 
object  animated  by  a  deranged  mind.  All  the  lay  observer  had  to 
base  his  inference  on  was  the  manifest  behavior  which,  if  conform- 
able to  an  understandable  sequence  of  purpose-act-result  seemed  to 
betoken  an  unproblematic  rationality.  But  observable  behavior  was 
an  unreliable  guide  to  the  actor's  intention.  Medical  men  who  "per- 
sisted in  the  interview"  could  claim  an  ability  to  demarcate  hidden 
pockets  of  derangement,  and  a  capacity  to  decipher  the  purpose  of 
the  criminal  act  from  the  perspective  of  the  deranged.  Only  then 
could  the  true  nature  of  the  madness  resident  in  the  seemingly 
rational  act  be  brought  to  light. 

Beginning  early  in  the  nineteenth  century,  medical  witnesses 
employed  the  concept  of  delusion  to  bring  this  notion  of  hidden, 
recondite  pockets  of  derangement  into  English  jurisprudence.  Half 
of  all  medical  witnesses  to  appear  at  the  Old  Bailey  in  the  second 
quarter  of  the  nineteenth  century  —  the  short  span  of  years  which 
witnessed  a  six-fold  increase  in  medical  participation  in  insanity 
trials  —  employed  delusion,  or  a  variant,  monomania,  to  support 
their  diagnosis  of  insanity.21  Delusion  could  signify  a  variety  of 
states:  reasoning  mania,  circumscribed  delirium,  or  severe  confu- 
sion restricted  to  one  idea  or  supposed  tormentor.  The  critical  com- 
ponent of  the  delusional  was  their  ability  to  ape  the  behavior  of  the 
rational:  outward  appearance  would  seem  to  suggest  a  person  who 
knew  what  he  was  about,  but  the  acts  were  in  fact  animated  by  an 
"understanding"  of  reality  profoundly  distorted  by  a  delusional 
lens.  Could  anyone  so  hopelessly  confused  about  the  actual  conse- 
quences of  his  behavior  be  described  as  acting  with  intent? 

Delusion,  although  first  introduced  into  English  criminal  pro- 
ceedings by  Thomas  Erskine  in  the  celebrated  trial  of  James  Had- 
field  in  1800,  only  became  a  part  of  the  Old  Bailey's  deliberations 
in  18 12. 22  Similar  to  Dr.  Leo,  who  had  sidestepped  the  "either-or" 

21.  For  a  frequency  distribution  of  terms  employed  by  medical  witnesses  to 
support  their  diagnosis  of  insanity,  see  Joel  P.  Eigen,  "Delusion  in  the  Courtroom: 
The  Role  of  Partial  Insanity  in  Early  Forensic  Testimony,"  Medical  History,  1991, 
35:25-49. 

22.  A  discussion  of  the  Hadfield  trial  may  be  found  in  Walker,  Crime  and 
Insanity,  pp.  74-83;  Jacques  M.  Quen,  "James  Hadfield  and  Medical  Jurisprudence 
of  Insanity,"  New  York  State  Journal  of  Medicine,  1969,  69:1221-1226;  Richard 
Moran,  "The  Origin  of  Insanity  as  a  Special  Verdict:  The  Trial  for  Treason  of  James 
Hadfield  (1800),"  Law  and  Society  Review,  1985,  1 9:487-5 19. 
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construction  offered  to  him  by  the  court  regarding  the  prisoner's 
probable  lucidity  or  madness,  a  Dr.  Ainsley,  appearing  at  the  trial 
of  a  man  accused  of  attempted  murder,  rejected  the  notion  of  lucid 
intervals,  and  instead  explained  that  the  prisoner  was  "subject  to 
various  acts  of  violence,  where  there  is  a  delusion  on  the  subject." 
No  raving  delirium,  no  baying  at  the  moon,  indeed  ".  .  .  upon  all 
subjects,  except  the  subject  of  the  delusion,  [the  afflicted]  would 
think  rationally  and  clearly."23  Where  the  layman  might  have  seen 
the  particular  prisoner's  stealth  and  patience  in  planning  his  attack 
as  evidence  of  a  return  to  —  or  simply  the  enjoyment  of  —  his 
rational  intellects,  the  medical  man  recognized  a  range  of  mental 
states  whose  presence  could  not  be  detected  by  mere  observation 
of  the  act  alone.  To  inquire  into  what  the  actor  truly  meant  to 
do,  what  he  truly  intended  regarding  the  consequences  of  his  act, 
required  more  than  a  narrative  of  the  actions  of  the  day.  One  had  to 
understand  the  possibility  of  a  reasoning  mania,  the  monomaniacal 
pursuit  of  an  objective,  which  spoke  directly  to  the  actor's  actual  — 
that  is  to  say  culpable  —  understanding  of  his  actions. 

A  further  element  in  Dr.  Ainsley's  testimony  is  his  opinion 
that  delusion  could  lead  the  prisoner  to  any  act.  The  suggestion  of 
compulsion  is  clear  and  compelling;  because  choice  is  integral  to 
the  notion  of  intent,  the  question  of  culpability  was  brought  directly 
into  the  testimony.  Any  implication  that  an  actor  could  be  propelled 
into  criminality  by  an  insistent,  throbbing  fear  or  fantasy  spoke 
directly  to  the  question  of  voluntary  action.24  Although  the  notion 
of  extra-human  agency  was  not  new  to  the  Old  Bailey  —  witchcraft 
and  lunar  phases,  for  example,  also  carried  deterministic  implica- 
tions —  medical  men  in  the  early  decades  invoked  no  such  other- 
worldly forces.  Instead,  they  constructed  for  the  jury  the  specter 
of  a  "this-world"  torment  experienced  by  the  prisoner  which  led 
ineluctably  to  actions  committed  on  the  basis  of  fears  for  their  own 
safety.  Certainly  not  every  medical  witness  invoked  delusion  or 
other  terms  to  demarcate  circumscribed  or  localized  seats  of  de- 
rangement. The  common  theme  to  be  found  in  their  testimony, 
however,  was  the  need  for  the  court  to  understand  what  the  prisoner 
thought  he  was  doing.  With  putatively  mad  prisoners,  one  could 


23.  OBSP,  1812,  Sixth  Session,  Case  #527,  p.  333. 

24.  For  a  discussion  of  the  supposed  relationship  between  the  prisoner's  delusion 
and  the  criminal  act,  see  the  discussion  of  medical  testimony  in  Eigen,  "Delusion  in 
the  Courtroom:  The  Role  of  Partial  Insanity  in  Early  Forensic  Testimony,"  pp.  38- 
49. 
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not  rely  on  a  "reasonable  man"  standard  precisely  because  these 
prisoners  were  not  functioning  in  the  same  universe  as  their  observ- 
ers. Where  the  reasonable  man  may  be  capable  of  resisting  the 
temptation  to  steal  or  to  murder,  the  delusional  —  and  the  mono- 
maniacal  —  could  be  "led  to  any  act,"  quite  independent  of  their 
will. 

Not  all  madmen,  however,  were  propelled  into  crime,  and  not 
all  mad  prisoners  were  men  either.  David  Uwins,  author  of  various 
tracts  on  phrenology  and  superintendent  of  the  Peckham  Asylum, 
testified  in  1833  that,  although  the  prisoner  knew  what  she  was 
doing,  she  was  bereft  of  "a  consciousness  that  there  was  anything 
wrong  in  it."  At  some  level,  Mrs.  Wratten  knew  she  was  forging  a 
signature,  yet  her  obliviousness  to  the  wrongful  component  of  her 
actions  left  open  the  inference  of  moral  wrongdoing.  Referring  to 
his  experience  with  many  patients,  the  physician  recounted  other 
incidents  of  purposeful  pursuit  of  an  action,  devoid  of  moral  con- 
sciousness. Indeed,  he  had  "seen  instances  where  the  object  has  been 
of  less  importance."  Nonetheless,  "the  cunning  evinced  for  months 
and  weeks  to  accomplish  the  purpose  would  surprise  everybody."25 

That  one  was  able  to  act  with  such  resolve  and  yet  be  incapable 
of  appreciating  the  moral  wrongfulness  of  one's  actions  challenged 
the  jurors  to  consider  a  range  of  mental  states  not  easily  subsumed 
under  the  traditional  bi-polar  determination  of  lucidity  or  insanity. 
Was  mental  functioning  a  continuum  running  between  these  two, 
or  was  an  entirely  new  topographical  mapping  of  the  mind  called 
for;  one  with  pockets  of  derangement,  islands  of  delusion,  delirious 
enclosures  which  permitted  what  appeared  to  be  purposeful  activity, 
but  in  reality  revealed  a  profoundly  deranged  —  though  "tightly 
knit"  —  integration  of  thought,  design,  and  action?  If  one  seeks  to 
locate  a  conceptual  moment,  or  a  sequence  of  assertions  when 
peculiar  experience  was  used  to  buttress  a  privileged  voice  in  the 
courtroom,  a  promising  time  and  place  to  begin  is  with  images 
put  forward  by  medical  witnesses  such  as  Uwins  in  1833,  whose 
testimony  challenged  the  notion  of  a  mind  integrated  in  its  faculties, 
and  coherent  in  its  functioning.  Or  rather,  it  was  not  that  the  mind 
was  mal-integrated  or  incoherent,  but  that  its  properties  could  re- 
main intact  while  the  afflicted  was  yet  unmindful  of  the  moral 
turpitude  which  surrounded  her  actions. 


25.  OBSP,  1833,  Seventh  Session,  Case  #1304,  p.  733. 
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The  trial  of  Edward  Oxford  affords  a  further  glimpse  of  the 
forensic  witness's  effort  to  offer  the  jury  a  picture  of  the  mind  which 
allowed  for  insanity  without  intellectual  delirium.  In  Oxford's  case, 
no  delusion  or  sensory  impairment  was  responsible  for  his  at- 
tempted assault  on  Queen  Victoria.  Rather,  his  insanity  was  re- 
vealed in  his  want  of  motive.  Although  one  has  little  way  of 
knowing  if  medical  writers  and  witnesses  were  putting  forward 
moral  insanity  to  reveal  (and  declare  as  spurious)  the  supra-rational- 
ist element  in  English  Common  Law,  or  whether  they  just  happened 
to  chance  upon  a  logical  lacuna  in  legal  reasoning,  they  nevertheless 
were  able  to  argue  coherently  that  Oxford's  offense  bad  to  suggest 
insanity  ...  for  he  had  no  reason  to  do  it!  By  law,  only  the  individual 
who  meant  to  harm  (or  whose  negligence  revealed  the  failure  to 
take  adequate  precautions  to  prevent  harm)  could  be  held  to  be 
blameworthy.  If  insanity,  or  a  particular  species  of  insanity,  could 
be  successfully  argued  to  incorporate  a  motiveless,  indeed  self-de- 
structive action,  would  not  such  an  action  suggest  insanity  in  and 
of  itself?26  Dr.  John  Burt  Davis,  the  Oxford's  family  physician 
testified  that  he  was  convinced  of  the  prisoner's  insanity  from  the 
absence  of  motive,  the  "deliberate  owning,  [and]  criminating  him- 
self on  that  way  immediately  afterwards."  Further,  "the  crime  is 
committed  in  open  day  ...  it  is  committed  without  any  precaution, 
without  looking  out  for  the  means  of  escape;  it  is  afterwards  spoken 
of  openly,  so  far  from  concealing  the  criminating  facts,  facts  which 
might  afford  a  chance  of  escape  .  .  .  ,"27  His  implication  appears  to 
be:  who  but  a  madman  would  engage  in  such  clearly  self  destructive 
behavior? 


26.  In  fact,  the  absence  of  a  discernible  motive  does  not  preclude  the  assigning 
of  criminal  responsibility,  since  the  "will  to  harm"  component  in  mens  rea  is  supplied 
by  intention:  what  the  actor  meant  to  do.  Whether  the  jury  is  able  to  discern  a 
rational  motive  is  not  a  necessary  element  in  the  trial;  rather,  the  question  turns 
on  the  actor's  ability  to  appreciate  the  circumstances  surrounding,  and  the  likely 
consequences  of,  his  actions.  Certainly  choice  is  an  element  in  intent,  and  the  actor 
who  can  be  said  to  have  committed  the  crime  without  volition  can  hardly  be  held 
responsible,  but  this  was  not  the  approach  the  medical  witnesses  took  regarding 
Oxford,  except  for  the  proffering  of  the  lesion  of  the  will  (without  spelling  out  the 
implications  of  the  concept  for  Oxford's  crime).  Motive  was  the  major  focus  of  the 
medical  testimony,  supposedly  relying  on  a  layman's  perception  that  motiveless,  self- 
destructive  violence  must  betoken  irrationality.  For  a  discussion  of  the  centrality  of 
intent  to  the  assigning  of  criminal  responsibility,  see  Hyman  Gross,  A  Theory  of 
Criminal  Justice  (New  York:  Oxford  University  Press,  1979)  and  Eigen,  "Intentional- 
ly and  Insanity:  What  the  Eighteenth-Century  Juror  Heard,"  pp.  34-35. 

27.  OBSP,  1840,  Ninth  Session,  Case  #1877,  p.  495. 
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Oxford's  actions  revealed  no  confusion,  in  fact,  no  delusion  as 
such;  his  intellectual  soundness  was  not  at  issue.  Instead,  the  medi- 
cal witness's  description  of  the  prisoner's  functioning  fit  comfort- 
ably within  the  emerging  belief  in  medical  psychology  that 
reasoning  could  remain  intact  as  one  was  swept  away  by  the  blind 
force  of  the  passions  or  the  emotions.  This  species  of  derangement 
was,  by  the  1830s,  referred  to  as  moral  insanity.  In  part,  its  origin 
can  be  traced  to  the  conception  of  insanity  found  in  Philippe  Pinel's 
formulation,  manie  sans  delire,  a  form  of  distraction  in  which  the 
afflicted  was  under  the  most  abstract  fury,  yet  experienced  no  defect 
in  reasoning.  Pinel  and  other  theorist/clinicians  in  his  circle,  J.  E.  D. 
Esquirol  and  Etienne-Jean  Georget,  asserted  the  equally  strong  force 
of  the  passions  in  disturbing  mental  balance.28 

Ideas  to  be  found  in  the  French  school  of  medecin  mentale  were 
further  elaborated  by  James  Cowles  Prichard,  and  other  members  of 
the  Scottish  Common  Sense  School  of  Philosophy  who  considered 
the  emotions  "another  class  of  mental  phenomena  distinct  in  their 
nature  from  ideas."29  Although  certainly  conceding  that  there  were 
forms  of  madness  which  could  lodge  in  a  disordered  exercise  of 
intellectual  faculties,  Prichard  nonetheless  maintained  that  madness 
could  also  consist  in  "a  morbid  perversion  of  the  feelings,  affections, 
and  active  powers,  without  any  illusion  or  erroneous  conviction 
impressed  upon  the  understanding." 30  Almost  as  if  Oxford's  partic- 
ular derangement  was  anticipated  by  Prichard's  words,  the  author 
avers  that  "some  ruling  passion  seems  to  have  entire  possession  of 
the  mind."31  For  Dr.  Davis,  it  had  been  the  want  of  a  rational, 
understandable  motive  which  revealed  the  effect  of  unrestrained 
passion  in  which  intellect  played  no  part. 

Davis  was  joined  by  other  medical  witnesses  at  the  Oxford  trial 
in  highlighting  the  centrality  of  the  "missing  motive"  in  his  inference 


28.  For  a  discussion  of  the  origin  and  influence  of  Pinel's  ideas  concerning 
manie  sans  delire,  see  Jan  Goldstein,  Console  and  Classify:  The  French  Psychiatric 
Profession  in  the  Nineteenth  Century  (Cambridge:  Cambridge  University  Press, 
1987),  pp.  64-151. 

29.  James  C.  Prichard,  A  Review  of  the  Doctrine  of  a  Vital  Principle  as  Main- 
tained by  Some  Writers  on  Phrenology.  With  Observations  on  Physical  and  Animal 
Life  (London:  Sherwood,  Gilbert  &  Piper,  1829),  p.  176. 

30.  James  C.  Prichard,  A  Treatise  on  Insanity  and  Other  Disorders  Affecting 
the  Mind  (London:  Sherwood,  Gilbert  &  Piper,  1835),  p.  12. 

31.  James  C.  Prichard,  On  the  Different  Forms  of  Insanity  in  Relation  to 
Jurisprudence,  Designed  for  the  Use  of  Persons  Concerned  in  Legal  Questions 
Regarding  Unsoundness  of  Mind,  2nd  ed.  (London:  Hippolyte  Bailliere,  1847),  p. 
69. 
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of  insanity.  After  citing  his  credentials  as  lecturer  on  morbid  anat- 
omy and  author  of  works  on  related  areas,  a  Dr.  Chowne  concurred 
with  Davis  that  circumstances  of  "strong  suspicion  of  insanity" 
were  supplied  by  the  lack  of  motive,  the  readiness  "to  deliver  himself 
up  to  the  law,"  in  sum,  Oxford's  appearing  "reckless  of  the  conse- 
quences."32 It  is  particularly  noteworthy  that  neither  of  these  two 
medical  witnesses,  nor  those  who  followed  them  into  court,  believed 
that  there  was  a  need  to  explain  to  the  jury  exactly  what  passion,  or 
which  emotion,  the  Queen's  presence  had  so  excited  that  Oxford's 
actions  were  the  inevitable,  unrestrainable  result.  That  he  suffered 
from  a  lesion  of  the  will  was  attested  to  by  Dr.  Hodgkin,  who 
explained  that  such  a  morbid  condition  extended  beyond  a  mere 
loss  of  control  over  conduct  to  include  a  morbid  propensity  to 
criminality.33  In  this  regard,  his  characterization  seems  to  mirror 
Georget's  concept,  monomanie  homicide,  whose  tragic  sufferers 
were  propelled  into  killing.34 

Again,  the  juror  in  1840  does  not  learn  from  the  medical  ex- 
perts the  connection  between  the  Queen  and  Oxford's  infirmity, 
nor  why  she  was  chosen  as  target.  Anti-Royalist  sentiment  is  not 
invoked  —  certainly  no  political  motive  is  suggested  as  would  be 
the  case  three  years  later  in  the  trial  of  Daniel  McNaughtan.  Instead, 
an  elaborate  list  of  symptoms  and  a  description  of  Oxford's  mental 
functioning  is  given  by  no  less  a  medical  personage  than  John  Con- 
oily,  who  ".  .  .  (having)  850  patients  under  my  care,"  introduced  case 
notes  he  took  after  a  visit  with  Oxford  directly  into  his  courtroom 
testimony.  These  notes  catalogue  the  array  of  late-eighteenth-,  early- 
nineteenth-century  medical  conceptions  of  madness:  deficient  rea- 
soning capacity,  insensibility  to  affections,  inability  to  comprehend 
moral  obligation  (to  distinguish  right  from  wrong),  and  perhaps 
even  a  resonance  of  phrenology:  the  ".  .  .  shape  of  the  anterior  part 
of  the  head,  that  which  is  generally  seen  when  there  has  been  some 


32.  OBSP,  1840,  Ninth  Session,  Case  #1877,  pp.  504-505. 

33.  Lesion  of  the  will  was  first  articulated  by  Georget  in  1825  in  his  initial 
separation  of  monomania  into  affective  and  ideational  components.  His  description 
may  be  found  in  Etienne-Jean  Georget,  Examen  Medical  des  proces  criminels  des 
nommes  Leger,  Feldtmann,  Lecouffe,  Jean-Pierre  et  Papavoine,  dans  lesquels  V alie- 
nation mentale  a  ete  alleguee  comme  moyen  de  defense,  Suivi  de  quelques  considera- 
tions medico-legales  sur  la  liberte  morale  (Paris:  Migneret,  1825),  pp.  68-70.  See 
also  Charles-Chretien-Henri  Marc,  De  La  Folie,  Consideree  dans  ses  rapports  avec 
les  questions  medico- judiciaires,  Part  1  (Paris:  J.  B.  Bailliere,  1840),  p.  88. 

34.  For  a  discussion  about  the  controversy  surrounding  monomanie  homicide, 
see  Goldstein,  Console  and  Clarify,  pp.  162-179. 
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disease  of  the  brain  in  the  early  period  of  life  .  .  .  ,"35  Although 
certainly  robust,  the  listing  of  an  array  of  likely  contributors  to 
mental  distraction  speaks  to  Oxford's  infirmity,  but  not  his  crime. 
Why  the  Queen?  Why  attempted  murder?  Why  the  patent  desire  to 
be  caught?  The  English  Common  Law's  insistence  that  man  was  a 
purposeful  creature  with  the  capacity  to  intend  his  acts,  left  open 
the  possibility  of  excluding  from  responsibility  those  actors  for 
whom  no  rational  motive  could  be  found.  Similar  to  delusion  and 
monomania,  moral  insanity  —  or  in  Oxford's  particular  case  —  a 
lesion  of  the  will,  carried  the  distinct  implication  that  the  afflicted 
were  propelled  into  activity  that  was  revolting  to  them,  but  were 
nonetheless  subject  to  impulses  over  which  they  had  no  control. 
Chowne  recalled  instances  in  which  his  patients  had  been  "impelled 
with  a  strong  disposition  to  suicide  .  .  .  the  madness  of  which  act 
there  can  be  no  doubt,"  yet  they  reported  "nothing  to  complain  of 
.  .  .  no  unhappy  news  ...  no  disappointment."  One  patient  told 
him,  "My  husband  is  kind  to  me  .  .  .  nothing  at  all  to  impel  me  to 
the  act  but  a  strong  impulse."36 

Although  the  prosecution  of  Edward  Oxford  is  traditionally 
eclipsed  by  the  trials  of  Daniel  McNaughtan  and  James  Hadfield  in 
the  annals  of  criminal  jurisprudence  bearing  on  insanity,  from  the 
perspective  of  medicine's  evolving  claim  to  a  privileged  voice  in  the 
courtroom,  the  trial  of  Queen  Victoria's  would-be  assassin  was  a 
rich  moment  indeed.  Medical  witnesses  invoked  professional  cre- 
dentials ("author"  of  medical  tracts,  "lecturer  on  morbid  anatomy," 
"850  patients  under  my  care")  and  cited  fellow  professional  writers 
(Esquirol,  Marc,  and  Leuret)  to  support  their  opinion.  Further, 
when  asked  in  what  particular  capacity  he  gave  his  answers  in  court, 
Davis  spoke  up  directly:  "I  answer  as  a  physician."  The  particular 
benefit  which  accrued  to  the  medical  gaze  was  the  subject  of  the 
court's  query  to  Dr.  Hodgkin,  the  first  witness  at  the  trial  to  mention 
lesion  of  the  will.  Asked  whether  the  question  of  Oxford's  lack  of 
motive  was  "really  a  medical  question  at  all"  and  why  ordinary 
persons  could  not  render  an  opinion,  the  physician  affirmed  that 
yes,  it  was  a  medical  question,  and  that  medical  men  had  "more 
means  of  forming  an  opinion"  precisely  because  the  formation  of 
that  judgment  "seems  to  require  a  comparison  of  particular  cases, 
more  likely  to  be  looked  to  by  medical  men,  who  are  especially 


35.  OBSP,  1840,  Ninth  Session,  Case  #1877,  p.  506. 

36.  Ibid.,  p.  507. 
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experienced  in  cases  of  unsoundness  of  mind."  Rarely,  if  ever,  had 
the  lines  between  professional  and  layman  been  drawn  so  publicly, 
if  not  particularly  clearly.  Hodgkin  did  not  explain  why  the  compar- 
ison was  needed,  relying,  one  suspects,  on  the  often-expressed  pro- 
fessional conviction  that  "laymen  are  much  deceived."  In  court,  his 
assertion  was  simply  made,  and  left  unchallenged. 

Medical  Opinion  and  the  "Fair  Range  of  Dispute" 

By  the  midpoint  of  the  nineteenth  century,  madness  —  heretofore 
a  very  visible,  "spectacular"  form  of  behavior  —  was  argued  to 
be  an  infinitely  more  hidden  affliction,  requiring  subtle  skill  and 
professional  experience  for  its  accurate  detection.  If  the  mad  could 
indeed  ape  the  actions  of  the  sane,  if  the  cunning  displayed  by  the 
deranged  "to  accomplish  the  purpose  would  surprise  everybody," 
one  simply  could  not  trust  one's  eyes  and  ears  to  discover  its  pres- 
ence. Regrettably,  all  the  layman  possessed  were  untrained  eyes  and 
ears.  When  viewed  from  the  perspective  of  Judge  Learned  Hand's 
delineation  of  fact  from  opinion,  it  appears  that  the  crucial  step  in 
forensic  psychiatry's  claim  to  expert  knowledge  was  a  redrawing  of 
the  boundary  between  reason  and  madness  so  that  the  layman's 
facts  were  now  ".  .  .  in  the  fair  range  of  dispute."38  Raving  intellec- 
tual delirium  was  but  one  species  of  derangement;  delusion,  mono- 
mania, and  "contrivance  without  consciousness"  were  fast 
becoming  forensic  psychiatry's  first  terms  of  preference,  and  were 
each  casting  doubt  on  the  legibility  of  purposeful,  supposedly  sane 
behavior. 

Medico-philosophical  speculation  concerning  the  possible 
range  in  states  of  consciousness  was  not  of  course  the  preoccupation 
of  forensic  witnesses  alone.  The  late-eighteenth,  and  early-nine- 
teenth century  saw  vigorous  intellectual  debate  among  associa- 
tionists,  phrenologists,  Common  Sense  Philosophers,  and  followers 
of  the  French  School  of  medecine  mentale  concerning  the  necessary 
relations  between  intellect,  will,  and  emotion.  When  these  philo- 
sophical orientations  met  the  peculiar  experience  of  asylum  superin- 
tendents, one  can  hardly  be  surprised  to  see  the  diffusion  of 
psychological  ideas  into  the  courtroom.  Medical  testimony  in  the 


37.  Ibid.,  p.  505. 

38.  Hand,  "Historical  and  Practical  Considerations  Regarding  Expert  Testi- 
mony," p.  50. 
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nineteenth  century  reveals,  however,  that  forensic  witnesses  avoided 
the  introduction  of  an  innovative  nosology,  preferring  instead  to 
transport  old,  familiar  concepts  into  an  unconventional  cognitive 
territory.  Mania  became  reasoning  mania,  contrivance  was  recast 
into  monomaniacal  contrivance,  and  insanity  took  on  a  fateful 
qualifier  to  become  moral  insanity.  The  "fair  range  of  dispute" 
therefore  included  not  only  the  capacity  of  the  layman  to  detect 
madness  (and  sanity)  correctly,  but  also  his  ability  to  employ  a 
refined  vocabulary  which  claimed  added  subtlety  and  nuance. 

Ultimately,  dispute  would  also  extend  to  the  stricture  of  total 
insanity  itself  as  the  criterion  for  an  acquittal.  Although  never  re- 
ferred to  as  "partial  insanity,"  the  full  import  of  Leo's  paroxysm  of 
mania,  Uwins's  "contrivance  without  consciousness,"  and  Chowne's 
lesion  of  the  will  was  the  assertion  of  states  of  mental  functioning 
which  stopped  short  of  total  insanity,  but  left  the  afflicted  in  a  state 
which  could  hardly  be  described  as  morally  culpable.  Prisoners 
were  either  led  to  the  crime  by  delusion,  impelled  into  crime  by 
unrestrainable  passion,  or  driven  to  crime  to  effect  a  purpose,  un- 
mindful of  the  act's  moral  wrongfulness.  When  viewed  historically, 
the  assertion  of  a  unique  capacity  to  detect  such  refined  states  of 
madness  and  to  understand  the  place  of  the  crime  in  the  deranged 
world  of  the  distracted  functioned,  only  in  part,  to  secure  forensic 
psychiatry's  claims  to  expert  knowledge.  Professional  claims  are  not 
made  in  a  vacuum,  nor  is  the  wider  culture  likely  to  be  left  unaf- 
fected by  the  redrawing  of  disputed  professional  territory.  The  even- 
tual acceptance  —  or  at  minimum,  the  serious  entertaining  —  of 
medicine's  claims  to  unique  insight  into  the  vagaries  of  human 
behavior  has  had  far-reaching  effects  on  the  law's  ability  to  assign 
criminal  responsibility  once  insanity  was  no  longer  confined  to 
intellectual  delirium,  but  extended  to  include  defects  in  emotional 
and  volitional  control  as  well.  The  expanded  role  of  the  medical 
expert  to  comment  not  only  on  physical  pathology,  but  also  intellec- 
tual incoherence  and  now  emotional  deficit  has  given  added  urgency 
to  the  anxiety  expressed  centuries  earlier  regarding  the  proper  divi- 
sion of  labor  between  the  expert  witness  and  the  juror. 
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MIRKO  D.  GRMEK.  Diseases  in  the  Ancient  Greek  World.  355 
pp.  Baltimore,  Md.:  Johns  Hopkins  University  Press,  1991.  Price 
$24.95. 

Reviewed  by  LEE  T.  PEARCY 

From  its  first  appearance,  Mirko  Grmek's  Les  maladies  a  Vaube  de 
la  civilisation  occidentale  (1983)  was  widely  hailed  as  an  important 
work  in  ancient  medicine.  In  a  review  of  the  original  French  version, 
Jody  Rubin  Pinault  expressed  the  hope  that  a  translation  would 
soon  be  made  "so  that  this  book  can  reach  a  wider  audience." 1  In 
1989  the  Johns  Hopkins  University  Press  issued  an  English  transla- 
tion, which  now  appears,  unchanged  except  for  the  1991  imprint, 
in  soft  covers  and  with  a  price  that  will  put  it  into  the  hands  of 
students  as  well  as  advanced  scholars  and  libraries. 

Grmek's  approach  is,  in  a  sense,  Hippocratic.  Like  the  physi- 
cians whose  work  we  find  recorded  in  the  famous  "constitutions" 
of  Epidemics  I  and  III,  he  sets  out  to  discover  what  he  calls  "patho- 
coenosis,"  "the  ensemble  of  pathological  states  present  in  a  specific 
population  at  a  given  moment  in  time"  (p.  3).  Unlike  those  ancient 
physicians,  who  sought  to  describe  the  pathocoenosis  of,  say, 
Thasos  during  one  season  of  an  ancient  Greek  year,  Grmek  seeks 
to  define  the  pathocoenosis  of  the  entire  ancient  Greek  world  in  the 
archaic  and  classical  periods.  Grmek,  like  all  of  us,  comes  to  this 
world  as  an  alien  who  must  struggle  to  grasp  and  give  meaning  to 
it.  He  refuses  to  consider  any  disease  as  an  isolated  entity  which 
can  be  discussed  apart  from  the  society  and  culture  in  which  its 
victims  live,  or  —  and  in  this  he  is  very  much  a  thinker  of  our  own 
time  —  apart  from  the  concepts  of  disease  held  by  patient  and 
physician  in  that  culture. 

In  framing  his  account,  which  paints  a  world  afflicted  with 
purulent  inflammations,  various  forms  of  arthritis,  malaria,  tuber- 
culosis, anemias,  and  countless  other  pathological  conditions, 
Grmek  uses  every  kind  of  available  evidence:  medical  writings, 
literary  references  to  disease  and  medicine,  ancient  skeletal  material 
(what  there  is  of  it),  artifacts,  and  comparative  material  from  mod- 

1.  Isis,  1985,  76:116-117. 
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ern  pre-industrial  societies.  Not  only  does  he  use  this  evidence,  but 
he  uses  it  well,  and  he  knows  its  limitations.  Few  students  of  ancient 
medicine  can  match  his  ability  to  combine  philology  and  physiology, 
and  to  make  one  illuminate  the  other. 

No  dust  gathers  on  my  bookshelf  in  front  of  the  1983  and 
1989  versions  of  this  book.  They  have  become  works  of  reference 
and  guides  to  reading  ancient  medical  texts  as  well  as  sources  of 
information  about  the  nosological  realities  described  in  them.  Dis- 
eases in  the  Ancient  Greek  World  is  one  of  the  most  important 
books  on  ancient  medicine  published  in  the  last  decade.  This  is  a 
book  to  own  —  and  now,  thanks  to  its  American  publisher,  a  book 
that  students  and  scholars  in  other  fields  can  buy  and  read  for  its 
paradigmatic  fusion  of  medicine  and  philology. 

Department  of  Classics 
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LESTER  S.  KING.  Transformations  in  American  Medicine:  From 
Benjamin  Rush  to  William  Osier.  243  pp.  Baltimore,  Md.:  Johns 
Hopkins  University  Press,  1990.  Price  $38.00. 

Reviewed  by  JOHN  M.  EYLER 

Lester  King's  latest  book,  Transformations  in  American  Medicine: 
From  Benjamin  Rush  to  William  Osier,  has  the  very  ambitious  goal 
of  explaining  how  medical  thinking  about  disease  changed  in  the 
century  between  Benjamin  Rush  and  William  Osier.  These  promi- 
nent American  academic  physicians  are  taken  to  epitomize  eigh- 
teenth- and  nineteenth-century  medicine  respectively,  although 
neither  one  figures  prominently  in  the  account.  The  author  has 
chosen  the  fevers  as  his  focus.  This  is  a  very  wise  choice,  because 
the  concept  of  these  complaints  and  their  status  as  diseases  were 
changed  radically  during  the  nineteenth  century.  These  changes  can 
tell  us  much  about  the  concepts  and  techniques  of  medicine  at  the 
time. 

After  an  introductory  chapter,  King  spends  the  next  six  show- 
ing how  the  symptom-based  definition  and  classification  of  fevers 
in  eighteenth-century  rational  medicine,  represented  most  authori- 
tatively in  America  by  William  Cullen's  texts  and  nosology,  were 
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altered  under  the  weight  of  accumulating  clinical  and  epidemiologi- 
cal evidence  and  under  the  influence  of  first  pathological-anatomical 
and  then  bacteriological  studies.  The  account  of  the  differentiation 
of  typhoid  and  typhus  fevers  will  be  familiar  to  many  readers,  but 
the  uncertainty  among  American  physicians  about  this  differentia- 
tion and  the  length  of  time  it  took  them  to  accept  the  reorientation 
it  signaled  will  surprise  some.  Most  readers  will  be  unfamiliar  with 
the  "congestive  fever"  of  the  mid-nineteenth  century  and  its  disap- 
pearance under  more  critical  medical  scrutiny.  In  this  discussion 
King  relies  heavily  on  eighteenth-  and  early-nineteenth-century 
medical  textbooks  and  on  introductory  professorial  lectures. 

In  the  book's  next  two  chapters  the  author's  focus  broadens  as 
he  tries  to  show  how  these  changes  affected  the  medical  profession. 
We  read  about  the  appearance  of  "elitism,"  in  which  context  the 
author  recounts  the  fights  in  New  York  over  the  exclusion  of  homeo- 
paths from  the  State's  medical  society  and  over  the  American  Medi- 
cal Association's  Code  of  Ethics  as  well  as  the  founding  of  the 
Association  of  American  Physicians.  King  also  provides  some  infor- 
mation about  the  founding  of  the  first  hospital  laboratories  in 
America  and  the  appearance  of  "clinical  science."  Most  of  this 
material  will  be  familiar  to  readers  of  medical  history,  and  King 
himself  has  published  on  some  of  these  problems  before.  At  this 
point  the  book  loses  much  of  the  coherence  it  had  in  its  earlier 
sections.  This  reviewer  regrets  that  the  author  did  not  continue 
tracing  the  evolution  of  the  concept  of  fevers  and  the  changes  in 
the  ways  American  physicians  described,  diagnosed,  and  treated 
these  diseases.  From  such  concrete  examples  King  could  have  gener- 
alized more  convincingly.  Instead  he  has  chosen  to  rely  primarily 
on  the  public  statements  of  prominent  American  physicians  at  the 
turn  of  the  century  to  illustrate  conditions  and  problems. 

To  be  fair  to  King  it  must  be  mentioned  that  in  the  final  chapter 
he  returns  to  the  fevers;  in  discussing  the  malleability  of  disease 
concepts  he  explains  that  typhoid  fever  of  the  late  nineteenth  cen- 
tury was  itself  later  separated  when  paratyphoid  fever  was  differen- 
tiated, that  tuberculosis  was  eventually  divided  into  human  and 
bovine  types,  and  that  lobar  pneumonia  might  have  been  considered 
a  series  of  related  diseases,  as  strains  of  the  pneumococcus  were 
differentiated  by  serological  means.  But  these  final  observations  are 
intended  to  clarify  the  meaning  of  concepts  and  are  not  really  part 
of  a  historical  analysis.  We  do  not  learn  why,  how,  or  even  when 
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these  later  distinctions  were  made.  In  fact  the  final  chapter  provides 
no  documentation. 

This  is  a  difficult  book  to  characterize.  It  is  in  part  intellectual 
history.  But  it  also  seems  to  have  philosophical  aims,  as  the  author 
attempts  to  say  something  more  fundamental  about  the  nature  of 
medicine  and  its  relationship  to  science.  It  is  also  difficult  to  deter- 
mine exactly  who  are  its  intended  readers.  The  author  offers  some 
very  clear,  even  elegant  explanations  of  basic  concepts  —  the  differ- 
ences between  a  symptom,  a  syndrome,  and  a  disease  or  the  nature 
of  observation  and  generalization  —  and  informed  explanations 
of  medical  historiography  and  of  the  ambiguity  of  terms  such  as 
"scientific  medicine."  Such  sections  suggest  that  a  student  readership 
is  intended.  But  the  abundance  of  detail  and  the  subtleties  in  disease 
classification  or  explanation  which  form  the  core  of  the  early  chap- 
ters, where  the  author  summarizes  accounts  from  one  eighteenth- 
or  early-nineteenth-century  textbook  after  another,  will  prove  hard 
sledding  for  beginners.  Historians  will  appreciate  King's  effort  to 
draw  attention  to  the  vastly  important  and  still  understudied  subject 
of  the  history  of  fever  concepts  as  well  as  his  work  in  bringing  some 
lesser-known  American  medical  figures  and  sources  to  attention. 
Academic  physicians  will  probably  read  with  greater  appreciation 
the  sections  where  King  uses  historical  examples  to  generalize  about 
the  nature  of  medicine. 

Department  of  History  of  Medicine 
University  of  Minnesota 
Minneapolis,  MN  55455 


DAVID  McBRIDE.  Integrating  the  City  of  Medicine:  Blacks  in 
Philadelphia  Health  Care,  1910-1965.  200  pp.  Philadelphia,  Pa.: 
Temple  University  Press,  1989.  Price  $39.95. 

Reviewed  by  EDWARD  H.  BEARDSLEY 

One  of  the  most  astonishing  (and  revealing)  documents  in  David 
McBride's  lucid  and  thorough  study  Integrating  the  City  of  Medi- 
cine: Blacks  in  Philadelphia  Health  Care,  191 0-1 965  is  a  letter  from 
the  medical  director  of  Philadelphia's  Women's  Medical  College  to 
its  top  1923  graduate.  In  this  letter  director  Jessie  Pryor  regrets 


Reviews 


469 


giving  Lillian  Moore  a  bit  of  bad  news:  "We  are  all  your  good 
friends,  and  it  is  a  most  unpleasant  thing  to  have  to  tell  you  that 
just  because  you  are  colored  we  cannot  arrange  to  take  you  comfort- 
ably into  the  [college]  hospital."  But,  Pryor  confides,  next  year's 
interns  "will  not  give  us  as  good  work  as  you  are  capable  of  doing" 
(p.  24). 

In  view  of  the  fact  that,  apart  from  public  health  work,  Phila- 
delphia medicine  remained  in  the  grip  of  this  racial  insanity  until 
the  1950s,  McBride  might  well  have  been  tempted  to  call  his  book, 
"Little  Brotherly  Love"  and  to  weigh  in  against  the  racists.  That  he 
did  not  take  this  tack,  but  chose  to  deal  dispassionately  with  the 
slow,  tortured  trek  toward  integration  of  Philadelphia's  two  medical 
communities  is  one  of  the  strengths  of  the  monograph. 

McBride's  purpose,  which  is  achieved  well  (and  without  ran- 
cor), is  to  trace  the  "structural  development  and  the  social  and 
political  experiences  of  one  urban  community  of  black  medical 
professionals  as  America  passed  through  'separate  but  equal'  segre- 
gation to  the  post-Brown  period  of  legally  enforced  integration"  (p. 
xv).  As  McBride  sees  it,  integration  occurred  in  three  stages.  First, 
was  the  era  of  rigid  segregation,  roughly  from  World  War  I  through 
World  War  II.  Second,  came  the  post- World  War  II  decade  of  black 
challenges  to  segregation;  and  third,  was  the  period  of  full-scale 
integration,  involving  the  willing  participation  of  the  white  medical 
community.  Driving  the  process  —  and  here  lie  some  of  the  book's 
most  interesting  parts  —  was  a  succession  of  non-medical  factors. 
They  included  black  migration  from  the  South,  white  fears  of  "black 
disease,"  the  rise  of  the  mass  hospital,  the  liberating  impact  (on 
blacks)  of  World  War  II,  the  leverage  of  the  black  vote,  and  the 
pressure  of  civil  rights  legislation. 

Except  when  McBride  occasionally  chokes  the  reader  on  statis- 
tics or  goes  on  too  long  about  details  of  funding  drives  or  the 
contents  of  speeches,  the  monograph  is  stimulating  to  read  —  for 
its  insights,  ironies,  and  fresh  material  (e.g.,  the  racial  implications 
of  labor  requirements  in  the  mass  hospital).  Among  the  ironies  was 
the  woeful  fact  that  when  integration  finally  came,  there  were  few 
black  doctors  left  to  integrate  (why  that  was  so  was  one  of  the 
study's  few  unanswered  questions). 

The  book  will  also  generate  thoughtful  reflection,  for  instance, 
about  the  differences  between  medical  segregation,  North  and 
South.  McBride  notes  that  "Philadelphia  race  relations  were  not  as 
far  removed  from  the  Southern  experience  as  we  might  at  first 
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presume"  (p.  109).  Yet  in  the  North  there  were  always  whites  — 
often  powerful  whites  —  willing  to  side  with  blacks.  An  added  plus 
is  the  book's  cast  of  characters.  Three  emerge  as  unsung  heroes  of 
American  civil  rights  history.  Two  are  black  —  Doctors  Nathan 
Mossell  and  Virginia  Alexander.  One  is  white  —  Dr.  Henry  Landis. 
Discovering  them,  alone,  is  worth  the  price  of  this  very  good  book. 

Department  of  History 
University  of  South  Carolina 
Columbia,  SC  29208 


THOMAS  NEVILLE  BONNER.  Medicine  in  Chicago,  1850-1950: 
A  Chapter  in  the  Social  and  Scientific  Development  of  a  City.  251 
pp.  Champaign,  111.:  University  of  Illinois  Press,  1991.  Second  edi- 
tion. Price  $42.50. 

Reviewed  by  WILLIAM  G.  ROTHSTEIN 

This  new  and  welcome  edition  of  Thomas  Neville  Bonner's  Medi- 
cine in  Chicago,  1850-1950:  A  Chapter  in  the  Social  and  Scientific 
Development  of  a  City,  originally  published  in  1957,  differs  from 
the  original  only  in  including  a  separately  published  chapter  on  the 
social  and  political  attitudes  of  Chicago  physicians. 

In  his  preface  to  the  1991  edition,  Bonner  observes  that  "medi- 
cal historians  continue  to  show  little  interest  in  the  kind  of  detailed, 
institutional  history  that  will  alone  provide  the  building  blocks  for 
the  history  of  American  medical  development"  (p.  x).  Chicago  is 
especially  appropriate  as  support  for  Bonner's  position.  While  the 
medical  histories  of  eastern  American  cities  have  many  similarities 
because  of  the  close  ties  among  their  physicians,  Chicago  was  pro- 
fessionally self-reliant  and  had  wide  influence  throughout  the 
midwest. 

Bonner  shows  that  in  many  respects  Chicago's  medical  history 
paralleled  that  of  the  east  coast.  It  had  similar  public  health  prob- 
lems produced  by  urbanization  and  industrialization.  It  adopted 
similar  public  health  measures.  Chicago  physicians  responded  to  the 
great  discoveries  in  bacteriology  in  much  the  same  way  as  eastern 
physicians.  Religious  and  secular  voluntary  hospitals  developed  as 
they  did  in  the  east. 
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At  the  same  time,  notable  differences  existed  between  Chicago 
and  the  east  coast.  Chicago's  medical  profession  was  more  tightly 
organized.  The  Chicago  Medical  Society  became  the  largest  local 
medical  society  in  the  world  after  it  reorganized  in  1903  into  an 
association  of  branch  and  specialty  societies.  It  was  extremely  con- 
servative, opposing  some  public  health  measures  and  disciplining 
individual  members  on  several  occasions  for  advocating  a  greater 
role  for  government  in  health  care. 

Chicago's  medical  schools  proliferated  in  the  late  nineteenth 
century,  but  Bonner  claims  that  the  city  did  not  deserve  Flexner's 
description  of  it  in  1910  as  the  "plague  spot  of  the  country"  (p. 
114).  Nonetheless,  until  well  into  the  twentieth  century,  Chicago 
had  no  medical  school  comparable  to  the  leading  schools  in  Boston, 
New  York,  Philadelphia,  and  Baltimore. 

Many  of  Chicago's  prominent  physicians  had  few  connections 
to  the  east  coast.  Christian  Fenger,  a  surgeon  whom  Bonner  calls 
"the  Osier  of  the  middle  west"  (p.  88),  spent  the  first  half  of  his 
career  in  Europe.  Other  leading  Chicago  physicians  (all  surgeons) 
with  few  ties  to  the  east  coast  included  James  B.  Herrick,  John  B. 
Murphy,  Nicholas  Senn,  and  Franklin  Martin. 

Chicago's  Cook  County  public  hospital  was  plagued  by  corrup- 
tion and  public  and  professional  indifference.  It  lacked  the  close  ties 
with  medical  schools  that  improved  public  hospitals  in  eastern  cities 
in  the  twentieth  century  (see  the  account  in  Harry  Dowling,  City 
Hospitals  [1982]). 

Evidence  of  the  national  influence  of  Chicago's  medical  profes- 
sion is  found  in  the  fact  that  the  city  has  been  the  home  of  many 
national  medical  and  related  societies,  including  the  American  Med- 
ical, Dental,  and  Hospital  Associations,  the  Association  of  Ameri- 
can Medical  Colleges,  and  the  American  College  of  Surgeons. 

Bonner's  study  remains  the  best  local  institutional  history 
known  to  the  reviewer,  although  it  would  have  benefited  by  more 
comparisons  with  other  cities  and  by  an  analysis  of  the  influence 
of  Chicago  physicians  elsewhere.  It  forces  one  to  reconsider  the 
progressive  tone  of  American  medical  history  derived  from  the 
study  of  the  cities  of  the  eastern  seaboard. 

Department  of  Sociology 

University  of  Maryland  Baltimore  County 

Baltimore,  MD  21228 
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JANET  GOLDEN  AND  CHARLES  E.  ROSENBERG.  Pictures  of 
Health:  A  Photographic  History  of  Health  Care  in  Philadelphia, 
1860-1945.  197  pp.  Philadelphia,  Pa.  University  of  Pennsylvania 
Press,  1991.  Price  $29.95. 

Reviewed  by  WILLIAM  H.  HELFAND 

Pictures  of  Health:  A  Photographic  History  of  Health  Care  in 
Philadelphia,  1860-1945,  by  Janet  Golden  and  Charles  Rosenberg, 
is  a  collection  of  170  black-and-white  photographs  chosen  from 
thousands  of  images  in  the  archives  of  Philadelphia  institutions.  It 
is  not  possible,  of  course,  in  choosing  such  a  small  sample  to  convey 
the  substantial  medical  progress  made  during  the  period  covered, 
and  the  authors  did  not  even  try.  Sensibly,  they  decided  to  limit 
their  focus  to  four  key  themes:  education  and  training  of  health 
professionals,  delivery  of  care  in  hospitals,  work  of  care  givers,  and 
efforts  to  improve  and  protect  the  public  health.  The  photographs 
they  have  chosen  are  concerned  with  medicine's  social  aspects,  and 
the  presentation  of  its  institutions,  practices  and  personnel  to  itself 
and  to  a  larger  world.  Within  these  limitations,  they  have  succeeded 
admirably  in  conveying  a  sense  of  what  it  meant  to  study  and  work 
at  a  health  profession,  and  what  one  could  expect,  whether  rich  or 
poor,  from  a  serious  illness,  giving  birth,  needing  an  operation  and 
even  having  a  prescription  filled. 

The  limitation  of  Philadelphia  as  the  source  of  the  images  is 
no  impediment,  for  the  photographs  chosen  might  just  as  well  apply 
to  other  urban  centers  in  the  United  States.  The  authors  stress  that 
many  of  the  images  are  not,  in  truth,  candid  slices  of  the  past  or 
reproductions  of  actual  events,  but  rather  are  artfully  composed 
constructions,  designed  to  communicate  a  combination  of  unexam- 
ined cultural  assumptions  and  carefully  chosen  attitudes.  They  can- 
not and  should  not  always  be  read  at  face  value.  For  example, 
hospital  scenes  capture  a  spirit  of  harmony,  cleanliness,  grateful 
patients,  well-scrubbed  wards,  and  carefully  groomed  nurses,  con- 
veying an  aura  of  order  and  hierarchy.  Photographs  of  visiting 
nurses  tending  to  charity  patients,  well-furnished  private  rooms  in 
private  hospitals,  and  psychopathic  and  tuberculosis  wards  in  large 
public  hospitals  tend  to  be  class-based  and  represent  structured 
social  relationships.  To  provide  a  remedy  for  this  recognized  bias, 
Pictures  of  Health  includes  a  number  of  photographs  of  blacks  and 
women  as  physicians,  nurses,  and  pharmacists.  Unexpected  and 
unfamiliar  images  of  a  hospital  kitchen,  laundry  room,  records 
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room,  ambulance,  shoe  shop,  and  pharmacy  —  all  necessary  sup- 
port systems  for  hospitals  —  contribute  to  a  fuller  understanding 
of  early-twentieth-century  medical  care. 

Certain  of  the  images  are  memorable.  A  picture  of  a  group  of 
isolated  and  disassociated  insane  female  patients  at  Philadelphia 
General  Hospital  bears  similarity  to  later  photographs  by  Diane 
Arbus;  a  1917  image  of  crippled  children  eating  their  one-cent  lunch 
at  their  desks  in  a  schoolroom;  a  poster  on  a  trolley,  simply  noting 
that  "Spit  Spreads  Death,"  taken  during  the  height  of  the  influenza 
epidemic  of  1918;  and  a  physician,  carrying  her  bag,  on  her  way 
to  visit  a  patient  while  the  local  children  and  adults  only  have  eyes 
for  the  camera  operator.  There  are  also  photographs  of  the  famous: 
Joseph  Leidy  lecturing;  D.  Hayes  Agnew  operating;  Isidor  S.  Ravdin 
reading  an  X-ray;  William  Osier  performing  an  autopsy  with  his 
entourage  of  students  and  residents  looking  on;  and  even  the  sol- 
emn, cluttered,  yet  richly-furnished  consulting  room  of  S.  Weir 
Mitchell. 

Golden  and  Rosenberg  have  provided  an  excellent  selection  of 
images  on  medical  themes  in  a  city  whose  influential  medical  history 
they  know  so  well.  Their  brief  text  and  concise  captions  convey  the 
necessary  background  to  the  images  they  have  chosen.  Each  of  us 
will  have  our  favorites,  but  there  will  be  a  special  appeal  to  those 
who  have  had  first-hand  experiences  in  Philadelphia's  many  profes- 
sional schools  and  hospitals. 

Drawer  F 

Lenox  Hill  Station 

New  York,  NY  10021-0026 


TODD  L.  SAVITT  and  JAMES  HARVEY  YOUNG,  eds.  Disease 
and  Distinctiveness  in  the  American  South.  193  pp.  Knoxville, 
Tenn.:  University  of  Tennessee  Press,  1988.  Price  $17.95. 

Reviewed  by  JOEL  D.  HOWELL 

On  6  February  1787,  Fellows  of  the  College  of  Physicians  of  Phila- 
delphia gathered  to  hear  Benjamin  Rush  present  a  "Discourse."  In 
that  presentation,  published  five  years  later  as  the  first  item  in  vol- 
ume one  of  the  Transactions  of  the  College  of  Physicians  of  Phila- 
delphia, Rush  called  upon  his  fellow  members  to  be  attuned  to 
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regional  differences,  to  pay  more  attention  to  the  "several  diseases 
peculiar  to  our  country,"  and  to  the  "local  situations  of  different 
parts  of  America."  The  idea  that  a  unique  set  of  ailments  marked 
different  regions  of  the  country  would  have  been  a  familiar  one  to 
early  members  of  the  College  of  Physicians,  and  to  early  readers  of 
this  journal.  Indeed,  the  concept  of  local  disease  framed  much  of 
American  medical  thought  from  colonial  days  well  into  the  twenti- 
eth century.  Most  often  singled  out  perhaps  was  the  American 
South,  not  only  for  playing  host  to  a  specific  set  of  diseases,  but 
also  for  having  its  own  regional  identity. 

To  what  extent  did  disease  contribute  to  southern  distinc- 
tiveness? Disease  and  Distinctiveness  in  the  American  South  is  a 
collection  of  seven  essays  attempting  different  answers  to  that  ques- 
tion. The  papers  were  prompted  by  (and  in  part  delivered  at)  a  1982 
gathering  at  the  Southern  Historical  Association.  In  an  excellent 
introductory  essay,  James  O.  Breeden  discusses  the  general  relation- 
ship between  Southern  distinctiveness  and  Southern  diseases.  The 
South  has  clearly  suffered  from  the  worst  health  in  the  nation. 
Four  essays  focus  on  diseases  that  contributed  to  that  ill-health  — 
malaria,  yellow  fever,  hookworm,  and  pellagra  —  all  of  which 
helped  to  separate  medicine  and  health  in  the  South  from  elsewhere. 
These  disease-specific  essays  draw  interesting  and  different  conclu- 
sions about  the  effect  that  each  disease  had  on  the  issue  of  Southern 
distinctiveness.  John  Duffy  sees  the  shared  burden  of  malaria  as 
bringing  Southerners  closer  together;  Jo  Ann  Carrigan  sees  yellow 
fever  as  a  "lens"  through  which  the  South 's  deficiencies  were  magni- 
fied for  "all  the  world  to  see"  (pp.  70-71).  Elizabeth  W.  Etheridge 
describes  how  pellagra  was  so  apparently  limited  to  the  South  that 
many  southerners  took  comfort  in  the  occasional  case  reported 
from  northern  communities.  Alan  I.  Marcus  argues,  in  a  provocative 
interpretation,  that  attempts  to  eradicate  hookworm  served  as  a 
means  for  diminishing  Southern  distinctiveness  and  drawing  the 
South  closer  to  the  rest  of  the  country.  Because  each  author  chose 
to  look  at  a  particular  disease,  it  remains  unclear,  and  worthy  of 
further  study,  whether  these  interpretations  are  different  because  of 
differences  between  the  diseases  or  between  the  historians.  Two 
final  essays,  by  the  book's  editors,  deal  with  slave  health  and  patent 
medicine. 

Most  of  the  medical  discussions  have  to  do  with  public  health. 
This  book  will  make  interesting  reading  for  physicians  and  histori- 
ans wishing  a  general  introduction  either  to  the  American  South  or 
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to  the  general  idea  of  regional  distinctiveness.  Some  of  the  authors 
have  published  more  extensive  discussions  elsewhere  on  similar 
subjects,  but  having  the  essays  gathered  in  one  place  makes  this  a 
useful  book  for  teaching,  or  for  use  as  a  general  introduction  to  the 
field.  It  is  similar  in  scope  to  another  recently  published  collection, 
Science  and  Medicine  in  the  Old  South,  edited  by  Ronald  L.  Num- 
bers and  Todd  L.  Savitt  (Baton  Rouge,  La.:  Louisiana  State  Univer- 
sity Press,  1989),  but  the  two  volumes  overlap  very  little  and  nicely 
complement  each  other. 

Department  of  Internal  Medicine  and 

Department  of  History 

Taubman  3116/0376 

University  of  Michigan  Medical  Center 

Ann  Arbor,  MI  48109-0376 


RIM  A  D.  APPLE,  ed.  Women,  Health,  and  Medicine  in  America: 
A  Historical  Handbook.  600  pp.  New  York:  Garland  Publishing, 
1990.  Price  $75.00. 

Reviewed  by  ELLEN  S.  MORE 

Twenty  years  have  passed  since  the  appearance  of  the  first  edition 
of  the  Boston  Women's  Health  Book  Collective's  Our  Bodies,  Our 
Selves  (1971).  In  the  venerable  tradition  of  Catherine  Beecher's 
Letters  to  the  People  on  Health  and  Happiness  (1855),  this  polemi- 
cal work  challenged  popular  assumptions  about  the  health  of  Amer- 
ican women.  It  also  helped  spark  scholarly  interest  in  the  field.  Since 
then,  streams  of  pamphlets,  books,  and  articles  —  some  scholarly, 
some  not  —  have  critically  examined  the  relationship  between 
health  care  and  women. 

Two  forces  principally  shaped  this  literature:  first,  heightened 
by  the  confluence  of  the  anti-war,  feminist,  and  consumer  move- 
ments, an  awareness  of  the  social  construction  of  the  ideas  and 
institutions  of  health  and  illness;  second,  the  flowering  of  the  rela- 
tively new  field  of  women's  studies. 

Now  Rima  D.  Apple,  author  of  Mothers  and  Medicine:  A 
Social  History  of  Infant  Feeding,  1890-1950  (1987)  and  an  associ- 
ate editor  of  Isis,  has  edited  this  collection  of  historiographical 
retrospectives  on  the  history  of  women's  health.  As  Apple  notes  in 
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her  helpful  introduction,  much  of  this  literature  has  been  scattered 
among  a  wide  variety  of  journals,  reflecting  the  diversity  of  special- 
ties comprehended  within  the  general  topic  of  women's  health.  This 
volume  is  an  effort  to  provide  an  overview  of  this  increasingly 
complex  body  of  research.  The  volume  includes  sections  on  "Defi- 
nitions of  Health  and  Disease,"  "Orthodox  Health  Care,"  "Alterna- 
tive Medical  Care,"  "Social  and  Political  Dynamics  of  Women's 
Health,"  "Health  Care  Providers,"  a  pictorial  essay,  and  a  topical, 
partially  annotated  bibliography.  As  all  the  essays  clearly  show,  the 
field  has  rapidly  progressed  from  its  polemical  beginnings  (the  1973 
pamphlets,  Witches,  Midwives,  and  Nurses  and  Complaints  and 
Disorders,  by  Barbara  Ehrenreich  and  Deirdre  English),  to  scholarly 
works  of  extraordinary  quality  {A  Midwife's  Tale,  by  Laurel 
Thatcher  Ulrich,  1990,  a  work  that  apparently  appeared  too  late 
for  inclusion  in  the  bibliography).  The  earliest  works  began  with 
the  assumption  that  medicine  was  the  oppressor  and  women,  the 
oppressed.  But  by  1986,  when  Judith  Walzer  Leavitt's  pathbreaking 
history  of  childbirth,  Brought  to  Bed,  was  published  this  one-direc- 
tional "oppression  model"  had  given  way  to  far  subtler  analyses, 
emphasizing  the  roles  women  play  in  shaping,  resisting,  and  re- 
sponding to  the  institutions  of  health  care. 

In  a  brief  review  one  can  hardly  do  justice  to  a  collection  as 
rich  as  this  one.  But,  a  few  observations  may  be  made.  Although 
we  sometimes  forget  it,  the  history  of  medicine  is  an  inherently 
inter-disciplinary  field,  something  many  of  the  essays  in  this  volume 
amply  demonstrate.  Adele  E.  Clarke's  tour  de  force,  a  lead-off  essay, 
"Women's  Health:  Life-Cycle  Issues,"  is  actually  a  highly  successful 
attempt  to  achieve  a  synthetic  perspective  uniting  scholarship  in 
the  history  of  medicine,  feminist  history  of  science,  psychology, 
anthropology,  and  health  care  policy.  She  writes  not  only  about  the 
history  of  ideas  but  about  the  history  of  "meaning"  —  the  meaning 
of  women's  bodies  in  American  culture.  Regina  Morantz-Sanchez's 
expert  synthesis  of  the  literature  on  women  physicians  furthers  the 
inquiry  by  asking  whether  the  rise  of  biomedical  science  and  its 
celebration  of  objectivity  as  a  mode  of  knowledge  thereby  devalued 
"more  subjective  and  informal  modes  of  knowing"  (p.  495). 

This  volume  begins  what  I  take  to  be  the  next  stage  in  the 
development  of  our  work  in  the  history  of  women's  health,  the 
attempt  to  provide  the  theoretical  syntheses  that  a  field  as  rich  and 
densely  populated  as  this  one  deserves.  This  perspective  would  also 
provide  —  ideally  —  the  full  comparisons  between  the  health  of 
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males  and  females  (done  with  concision  and  clarity  in  the  essay  by 
Nancy  Tomes  on  "Women  and  Mental  Illness")  and  between  white 
Americans  and  ethnic  or  racial  minority  populations  (Susan  Cayleff 
and  Edward  H.  Beardsley  each  address  aspects  of  this  issue),  that 
would  give  the  history  of  women's  health  additional  interpretive 
balance  and  authority.  Finally,  one  would  wish  to  see  a  full  discus- 
sion of  the  meaning  of  professionalism  for  women's  culture  (consid- 
ered as  part  of  Naomi  Rogers'  very  thoughtful  treatment  of 
sectarianism)  and  the  relations  between  working  class  and  profes- 
sional women  within  the  context  of  twentieth-century  American 
society.  But  this  "wish-list"  for  the  future  ought  not  to  detract  from 
the  very  great  accomplishment  of  this  present  volume.  It  will  be 
widely  used. 

Institute  for  the  Medical  Humanities 
University  of  Texas  Medical  Branch 
Ashbel  Smith  Building 
Galveston,  TX  77550 


JOAN  JACOBS  BRUMBERG.  Fasting  Girls:  The  Emergence  of 
Anorexia  Nervosa  as  a  Modern  Disease.  271  pp.  Cambridge,  Mass.: 
Harvard  University  Press,  1988.  Price  $25.00. 

Reviewed  by  ELLEN  WYLIE 

Why  are  particular  diseases  more  prevalent,  and  why  do  they  receive 
more  attention,  at  one  time  than  another?  Fasting  Girls:  The  Emer- 
gence of  Anorexia  Nervosa  as  a  Modern  Disease,  the  award-win- 
ning book  by  historian  Joan  Jacobs  Brumberg,  responds  to  this 
question  by  focusing  on  the  therapeutic  and  cultural  histories  of 
anorexia  nervosa.  Brumberg  provides  a  powerful  illumination  of 
the  reciprocity  of  biology  and  culture  as  demonstrated  in  the  identi- 
fication and  treatment  of  a  disorder  which  continues  to  puzzle 
health  care  and  social  service  professionals  today. 

As  the  sole  historian  within  Cornell  University's  Department 
of  Human  Development,  Brumberg  is  accustomed  to  considering 
issues  from  an  interdisciplinary  perspective.  In  Fasting  Girls,  she 
examines  three  theoretical  models  regarding  the  etiology  and  treat- 
ment of  anorexia  —  biomedical,  psychological,  and  cultural  —  and 
offers  a  new  model  for  understanding  anorexia  which  integrates 
these  approaches.  "Anorexia  nervosa,"  she  concludes,  "is  clearly  a 
multidetermined  disorder  that  depends  upon  the  individual's  bio- 
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logic  vulnerability,  psychological  predisposition,  family,  and  the  so- 
cial climate"  (p.  24). 

Fasting  Girls  opens  with  an  introductory  background  to  the 
increasing  incidence  and  public  awareness  of  anorexia  nervosa  in 
the  1980s;  a  disorder  reflective,  claims  Brumberg,  of  the  dramatic 
social  changes  evidenced  in  American  and  Western  cultures  since 
World  War  II.  In  subsequent  chapters,  Brumberg  chronicles  the 
cultural  contexts  and  professional  responses  to  female  fasting  in 
Europe  and  America,  from  the  fourteenth-century  saint  Catherine 
of  Siena  to  the  late  nineteenth-century  "Brooklyn  Enigma,"  Mollie 
Fancher. 

Female  fasting  was  first  understood  as  extreme  piety,  and  later 
as  a  supernatural  occurrence;  in  the  nineteenth  century  it  came  to 
be  understood  as  a  disease,  and  in  the  twentieth  century,  a  symptom 
of  a  much  larger  problem.  These  changes,  as  well  as  the  changing 
therapeutic  treatments  offered  to  abstemious  women,  reflect  the 
much  larger  historical  forces  at  work  in  the  gradual  secularization 
of  society  and  the  professionalization  of  medicine. 

Since  it  was  identified  and  named  in  the  1870s,  anorexia  ner- 
vosa has  been,  for  the  most  part,  a  disorder  affecting  young,  white, 
middle-  and  upper-class  women.  Its  earliest  incidence  predates  the 
twentieth-century  preoccupation  with  thinness,  indicating  that 
something  beyond  the  current  social  manifesto  of  diet  is  at  work. 
On  the  other  hand,  Brumberg  points  out,  "the  centrality  of  dieting 
and  appetite  control  in  the  lives  of  women  is  a  critical  context  for 
explaining  the  disproportionate  number  of  female  anorectics"  (p. 
233).  How  are  we  to  make  sense  of  the  interplay  of  contributing 
factors  involved  in  anorexia? 

Treatments  over  the  last  120  years  have  included  force-feeding, 
hormone  treatments,  psychoanalysis,  and  behavior  modification  — 
each  treatment  reflective  of  the  assumptions  made  at  the  time  re- 
garding the  primary  cause  of  anorexia  in  young  women.  In  many 
ways,  the  search  for  the  cause  and  appropriate  treatment  of  an- 
orexia parallels  the  roughly  concurrent  search  for  a  cause  and  treat- 
ment for  alcoholism  and  substance  abuse;  in  both  cases,  the 
conflation  of  physical,  psychological,  and  societal  issues  make  such 
a  determination  difficult  and,  in  all  probability,  unrealistic. 


100  Swarthmore  Avenue 
Rutledge,  PA  19070 
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CLAUDE  QUETEL.  History  of  Syphilis.  Trans,  by  Judith  Braddock 
and  Brian  Pike.  349  pp.  Baltimore,  Md.:  Johns  Hopkins  University 
Press,  1990.  Price  $35.95. 

Reviewed  by  GUENTER  B.  RISSE 

The  advent  of  AIDS  has  prompted  numerous  historical  inquiries 
into  previous  pandemics  in  the  attempt  to  uncover  past  epidemio- 
logical patterns  as  well  as  document  the  social  responses  to  mass 
disease.  Because  of  their  biological  characteristics  and  cultural  con- 
notations, sexually-transmitted  diseases  offer  good  opportunities 
for  comparative  studies,  a  point  amply  demonstrated  by  Allan 
Brandt's  recent  book  No  Magic  Bullet:  A  Social  History  of  Venereal 
Disease  in  the  United  States  Since  1880  (1987).  Now,  Johns  Hop- 
kins University  Press  presents  a  translation  from  the  French  of  a 
1986  work  written  by  Claude  Quetel  that  follows  the  story  of 
syphilis  from  its  first  visible  appearance  in  Europe  at  the  end  of  the 
fifteenth  century  to  the  present  day. 

History  of  Syphilis  is  divided  into  ten  chapters,  and  a  conclu- 
sion that  takes  up  the  problem  of  AIDS.  In  a  brief  introduction, 
Quetel  stresses  the  importance  of  studying  social  diseases  such  as 
syphilis  because  of  the  opportunities  they  provide  to  uncover  values 
and  attitudes  towards  sexuality  and  morality.  Unfortunately,  by 
beginning  the  narrative  with  accounts  of  the  disease  among  the 
troops  of  Charles  VIII  at  the  Battle  of  Fornovo  on  5  July  1495, 
Quetel  just  settles  back  into  the  traditional  mode  of  telling  us  what 
the  great  doctors  of  the  time  had  to  say  about  syphilis,  where  they 
thought  it  came  from,  and  how  they  believed  it  should  be  treated. 
This  is  not  new  information,  perhaps  just  a  handy  summary  of  Iwan 
Bloch's  monumental  Der  Ut sprung  der  Syphilis  published  in  1901. 

After  discussing  the  presumed  American  origin  of  syphilis,  the 
author  moves  on,  exclusively  surveying  French  developments  from 
the  sixteenth  to  the  eighteenth  centuries.  The  presentation  of  medi- 
cal opinions  is  only  briefly  interrupted  by  references  to  literary 
works  dealing  with  the  subject.  Next,  Post-Revolutionary  France 
and  the  establishment  of  the  Hopital  des  Veneriens  receive  consider- 
able attention,  including  the  experimental  syphilization  promoted 
in  the  1840s  with  disastrous  results.  After  this,  the  narrative  jumps 
to  the  early  twentieth  century  and  features  the  work  of  Alfred 
Fournier,  a  student  of  Ricord's,  who  in  1901  founded  the  French 
Society  for  Sanitary  and  Moral  Prophylaxis  and  succeeded  in  plac- 
ing the  problem  of  syphilis  into  a  legitimate  medical  and  social 
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framework.  Subsequent  chapters  deal  separately  with  general  paral- 
ysis, syphilis  in  France  between  the  two  World  Wars,  prostitution, 
and  "the  end  of  the  terror"  —  namely,  events  from  the  discovery 
of  penicillin  to  the  present. 

Despite  the  somewhat  misleading  title  of  QuetePs  book  and  his 
inability  to  deal  with  syphilis  as  a  cultural  phenomenon,  this  work 
brings  together  some  valuable  information  about  French  medical 
developments  concerning  the  disease.  Readers  will  benefit  from 
about  40  pages  of  notes,  although  there  is  no  bibliography.  The 
translation  is  excellent.  However,  a  general  history  of  the  "pox" 
remains  to  be  written. 

Department  of  the  History 

of  the  Health  Sciences 

University  of  California,  San  Francisco 

San  Francisco,  CA  94143 


LOREN  HASKINS  and  KIRK  JEFFREY.  Understanding  Quantita- 
tive History.  366  pp.  Cambridge,  Mass.:  MIT  Press,  1990.  Price 
$19.95. 

Reviewed  by  PHILIP  M.  TEIGEN 

In  the  first  scene  of  the  1986  film  "Le  declin  de  l'empire  americain," 
a  Quebecois  professor  of  history  tells  his  class  that  "three  things 
are  important  in  History.  First  of  all,  numbers.  Secondly,  numbers, 
and,  thirdly,  numbers."  This  parody  of  a  disciple  of  Fernand  Braudel 
and  the  Annalistes  distorts  and  exaggerates  —  but  not  beyond  rec- 
ognition because  there  is  no  denying  the  burgeoning  use  of  statistics 
in  history,  including  the  history  of  medicine.  For  example,  in  its 
first  three  volumes  Social  History  of  Medicine  published  articles 
containing  nearly  one  hundred  tables,  graphs,  and  statistical  maps. 
Even  Medical  History,  a  journal  with  a  more  traditional  historiogra- 
phy than  Social  History  of  Medicine,  recently  published  a  sophisti- 
cated statistical  analysis  of  the  diagnosis  and  treatment  of  fevers  in 
the  eighteenth  and  nineteenth  centuries. 1  This  essay  by  J.  Worth 


1.  J.  Worth  Estes,  "Quantitative  Observations  of  Fever  and  its  Treatment  before 
the  Advent  of  Short  Clinical  Thermometers,"  Medical  History,  1991,  35:189-216. 
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Estes  requires  readers  to  handle  not  only  traditional  textual  sources, 
but  also  such  matter  as  tables,  graphs  (including  scatter  plots  and 
time  series),  correlation  coefficients,  and  more.  While  some  readers 
will  not  be  persuaded  by  Estes's  wholesale  application  of  biostatis- 
tics  to  historical  sources,  anyone  who  wishes  to  engage  him  on  his 
own  terms  must  possess  a  sophisticated  knowledge  of  these  matters 
and  the  historical  judgment  to  evaluate  them. 

What  is  a  historian  without  training  or  experience  in  statistics 
to  do  with  an  article  like  this  one  of  Estes?  One  way  to  start  is  to 
pick  up  this  valuable  book  by  Loren  Haskins  and  Kirk  Jeffrey, 
Understanding  Quantitative  History,  written  for  historians  who 
must  read  —  but  are  not  necessarily  inclined  to  write  —  papers 
with  tables,  figures,  and  statistical  arguments.  The  authors'  method 
is  Socratic,  namely,  they  take  tables  and  figures  from  historical 
articles  and  books  and  lead  the  reader  through  them  with  series  of 
questions  and  some  unobtrusive  comment.  In  this  way  they  guide 
the  reader  to  an  insight  into  the  richness  and  density  of  information 
contained  in  tables  and  figures,  to  an  understanding  of  the  choices 
the  historian  made  in  constructing  those  tables  and  graphs,  and 
to  an  appreciation  of  the  strengths  and  weaknesses  inherent  in 
quantitative  analysis.  Their  approach  works  well  because  the  ques- 
tions are  posed  carefully,  being  neither  so  trivial  as  to  bore  nor  so 
difficult  as  to  discourage  the  historian  studying  historical  statistics 
for  the  first  time. 

This  approach  is  not  unique  —  it  is  remindful  of  W.  Allen 
Wallis  and  Harry  V.  Roberts's  chapter,  "How  to  Read  a  Table,"  in 
The  Nature  of  Statistics  (1956)  —  but  I  am  unaware  of  any  book 
devoted  to  teaching  historians  how  to  read  and  evaluate  quantitative 
analysis.  As  such  it  stands  in  contrast  to  handbooks  for  scholars 
wishing  to  use  statistical  analysis  in  their  research,  among  them 
Charles  M.  Dollar  and  Richard  J.  Jensen,  Historians  Guide  to 
Statistics:  Quantitative  Analysis  and  Historical  Research  (1971), 
Roderick  Floud,  An  Introduction  to  Quantitative  Methods  for  His- 
torians (1980),  or  Christopher  Chatfield,  Problem  Solving:  A  Statis- 
tician's Guide  (1988). 

Informing  the  whole  book  is  cautiousness,  an  essential  virtue 
for  everyone  working  with  statistics.  The  authors  claim  neither  too 
much  nor  too  little  for  their  subject.  For  example,  they  point  out 
that  much  but  not  all  historical  research  is  amenable  to  quantifica- 
tion (p.  7);  that  a  table  or  graph  in  and  of  itself  has  no  greater 
authority  than  a  verbal  statement  (p.  39);  and  that  the  best  one  can 
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obtain  from  quantitative  analysis  are  results  that  "may  seem  more 
or  less  credible"  (p.  167). 

There  are  two  shortcomings  to  the  book.  First,  the  chapter  on 
graphs  is  too  brief,  its  graphs  too  elementary,  and  the  examples 
given,  ungainly.  Readers  can,  however,  turn  to  Edward  R.  Tufte's 
classic,  The  Visual  Display  of  Quantitative  Information  (1983)  for 
guidance.  Second,  there  is  no  topical  bibliography  which  would 
suggest  to  readers  alternative  ways  of  approaching  topics  taken 
up  in  the  book  and  which  would  direct  them  to  more  advanced 
discussions.  These  weaknesses  notwithstanding,  the  practicality  of 
the  authors'  intent,  the  sensibleness  of  their  approach,  and  the 
careful  design  of  the  book  which  permits  one  to  start  at  the  begin- 
ning and  work  through  it  topic  by  topic  or  to  use  it  for  reference 
only,  make  it  of  value  to  all  historians  who  need  to  read  quantitative 
history  critically  but  are  inexperienced  in  so  doing. 

History  of  Medicine  Division 
National  Library  of  Medicine 
8600  Rockville  Pike 
Bethesda,  MD  20894 


RUTH  ELLEN  BULGER  and  STANLEY  JOEL  REISER,  eds.  Integ- 
rity in  Health  Care  Institutions:  Humane  Environments  for  Teach- 
ing, Inquiry,  and  Healing.  180  pp.  Iowa  City,  Iowa:  University  of 
Iowa  Press,  1990.  Price  $27.50. 

Reviewed  by  JAN  CAUFFMAN 

This  very  timely  book  Integrity  in  Health  Care  Institutions:  Hu- 
mane Environments  for  Teaching,  Inquiry,  and  Healing,  edited  by 
Ruth  Ellen  Bulger  and  Stanley  Joel  Reiser,  is  a  selection  of  12  essays 
that  were  the  result  of  a  June  1989  conference  held  in  Houston, 
Texas.  The  trend  in  medical  ethics  has  been  to  focus  on  the  values 
of  individuals.  As  the  editors  point  out,  it  is  critical  to  consider  a 
broader  context.  Do  the  institutions  we  support  and  in  which  we 
work  have  a  clear  mission  statement?  If  so,  does  that  vision  accu- 
rately reflect  "the  key  values  common  to  a  critical  mass  of  people 
within  the  organization"  (p.  6)? 

My  initial  impression  of  the  book  under  review  was  one  of 
anticipation  when  the  contents  page  revealed  a  stellar  lineup  of 
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familiar  and  impressive  contributors;  among  them  Stephen  Toul- 
min,  H.  Tristram  Engelhardt,  Jr.,  Lawrence  Green,  and  Edmund 
Pellegrino.  My  optimism  was  rewarded  as  I  read  the  essays.  The 
book  is  divided  into  three  areas:  the  role  of  institutions,  the  univer- 
sity, and  the  treatment  of  people.  The  academic  health  center  is  the 
main  subject  of  the  essays.  Those  working  in  home  care,  hospices, 
and  nursing  homes  will  also  find  it  helpful  because  many  of  the 
conflicts  discussed  transcend  differences  in  settings. 

Several  of  the  contributors  describe  the  different  types  of  con- 
flict that  can  arise  between  the  values  of  research,  education,  patient 
care,  the  public  interest,  and  financial  survival.  Stephen  Toulmin 
examines  the  impact  of  bureaucratization,  economic,  technical,  and 
legal  forces  on  the  ability  of  physicians  to  maintain  professional  and 
personal  ethical  standards.  Robert  Coles  used  personal  vignettes  of 
interactions  he  had  with  Dr.  Martin  Luther  King,  Jr.,  to  illustrate 
how  one  individual  can  change  the  values  of  an  institution,  and 
interactions  with  a  medical  student  to  illustrate  how  medical  school 
can  re-shape  the  values  of  an  individual. 

Daniel  Steiner,  vice  president  and  general  counsel  of  Harvard 
University,  calls  for  a  facing  of  ethical  questions  within  the  univer- 
sity community  and  describes  the  consequences  of  failing  to  address 
these  questions.  Donald  Frederickson,  former  director  of  the  Na- 
tional Institutes  of  Health  (NIH),  illustrates  the  ethical  challenges 
resulting  from  the  birth  and  growth  of  the  NIH  (experimental  use 
of  fetal  tissue,  organ  transplants),  and  the  responses  to  these  moral 
dilemmas.  Ruth  Ellen  Bulger  and  Kim  Dunn  conclude  the  section  on 
universities  by  examining  the  teacher/student  relationship,  medical 
school  curricula,  and  the  care  of  patients.  Their  essay  was  the  most 
provocative  and  inspiring.  They  offered  tangible  suggestions  in  the 
areas  of  process,  content,  and  evaluation  of  medical  school  pro- 
grams, including  community  service  and  the  responsibilities  of  insti- 
tutions and  individuals. 

The  section  dealing  with  the  treatment  of  people  includes  the 
creative  recommendations  and  experiences  of  Mitchell  Rabkin  and 
others.  Rabkin  gives  a  fascinating  account  of  conflict  resolution  at 
Boston's  Beth  Israel  Hospital.  The  apparent  success  of  this  institu- 
tion's attack  on  the  problems  of  low  morale,  insensitivity,  and  the 
improvement  of  the  quality  of  care  in  the  face  of  decreased  funding 
is  an  inspiration.  Edmund  Pellegrino,  with  characteristic  eloquence, 
summarizes  the  essays  and  closes  with  the  conviction  that  the  oppor- 
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tunity  to  restore  moral  integrity  to  institutions  exists  and  should  be 
actively  pursued. 

I  share  this  hope  and  believe  that  this  book  provides  insight 
and  direction.  It  challenges  us  to  examine  and  discuss  the  values  of 
the  institutions  in  which  we  work. 


31  North  Buck  Lane 
Haver  ford,  PA  19041 
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